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Paroxysmal Disorders of the Cranial Nerves 


ALEXANDER C. JOHNSON, M.D., F.A.C.S., F.I.C.S. 
GREAT FALLS, MONTANA 


HE paroxysmal disorders of several 

of the cranial nerves constitute an 

interesting group of conditions. They 
have in common the unusual feature of 
paroxysmal recurrence of symptoms with 
relative freedom from disturbing symp- 
toms during the intervals between parox- 
ysms; they are all of unknown or obscure 
causation; they are essentially nonpro- 
gressive, and they are benign in their 
course apart from the disability produced 
by the attacks per se. In addition to these 
remarkable characteristics one might add 
that with some reservations each of these 
conditions is decidedly amenable to surgi- 


*Extension of a paper presented at the annual meeting 


. of the Montana Chapter, American College of Surgeons, 


Billings, Montana, August 1952. 


cal intervention. There are few diseases 
that can be diagnosed and treated with 
such certainty, particularly when the 
cause is entirely unknown. It is remark- 
able that the essential similarity of these 
disorders appears to go unnoticed in most 
standard textbooks, though Davis,! in de- 
scribing Méniére’s syndrome, stated that 
the attack “bears a close resemblance in 
its explosive character to trigeminal neu- 
ralgia.” 

It is not the purpose of this brief review 
to discuss all of the disorders of the cra- 
nial nerves, some of which may be inter- 
mittent in varying degree, but rather to 
review the fundamental clinical and diag- 
nostic features and the therapeutic man- 
agement of the distinctly paroxysmal 
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cranial nerve disorders, primarily from a 
surgical standpoint. 


As a matter of convenience one may di- 
vide these disorders into (1) the neural- 
gias, of which paroxysmal pain is the pri- 
mary symptom, (2) paroxysmal motor 
phenomena involving muscle groups of 
cranial nerve innervation, and (3) par- 
oxysmal vertiginous episodes. 

Well defined paroxysmal neuralgic syn- 
dromes include those involving the fifth 
and ninth nerves. There are several less 
well defined syndromes apparently involv- 
ing the nervus intermedius and possibly 
also the sphenopalatine ganglion and Vi- 
dian nerve, and Jacobson’s nerve and the 
tympanic plexus. 


Paroxysmal trigeminal neuralgia, or 


tic douloureux of the fifth cranial nerve, 
is a fairly common condition, well known 
for centuries and described classically by 
Fothergill? in 1776. This disorder is char- 
acterized by violent paroxysms of severe 
pain involving one or more branches of 
the trigeminus. The second and third di- 
visions are usually involved alone or sep- 
arately, and involvement of the first divi- 
sion is uncommon except in association 
with involvement of one or both lower 
divisions. Attacks of pain are character- 
istically precipitated by peripheral stim- 
uli, such as washing the face, eating or 
otherwise stimulating the involved por- 
tion of the face. Often there are localized 
dolorogenic or “trigger” zones, stimulation 
of which readily precipitates the painful 
paroxysms. In the first division this is 
usually in the eyebrow; in the second di- 
vision, the ala of the nose and the upper 
lip, and in the third division, usually, the 
lower lip. Pain is sharply isolated to the 
involved division or divisions of the tri- 
geminus, never extending into the oppo- 
site side of the face or into the adjacent 
cervical dermatomes, although slight over- 
flow into an adjacent but primarily unin- 
yolved division of the same trigeminal 
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nerve seems to occur at times. The pain is 
described by the patient as shooting, burn- 
ing, tearing, or by similar vivid adjectives. 
Because of the characteristic precipita- 
tion of pain by peripheral stimuli these 
patients are rarely seen to touch the in- 
volved portion of the face; on the con- 
trary, they generally hold the hands in 
front of the face in a protective manner, 
a characteristic action when the examin- 
ing physician appears about to touch the 
involved area. 


Objective neurologic abnormalities are 
completely absent, and the presence of any 
demonstrable cranial nerve involvement, 
particularly hypesthesia in trigeminal dis- 
tribution, diminution of corneal reflex, or 
weakness of the muscles of mastication on 
the implicated side, should be regarded as 
evidence not of tic douloureux but of some 
other lesion of the gasserian ganglion or 
trigeminal nerve—for example, tumor of 
the gasserian ganglion. Differential diag- 
nosis of tic douloureux is a simple matter. 
If the neurologic syndrome is not charac- 
terized by flashing paroxysms of pain, 
generally severe, in one or more divisions 
of the trigeminus, precipitated by periph- 
eral stimuli and unassociated with ob- 
jective neurologic change, the diagnosis 
of tic douloureux is untenable. My own 
teacher in neurologic surgery, Dr. Claude 
Coleman, often made the remark that tic 
douloureux is a “self-diagnosing disease.” 

Other types of neuralgia involving the 
sensory domain of the trigeminus tend to 
be persistent and aching and often have 
localized soreness and a demonstrable 
cause in the form of disease of the dental 
structures, paranasal sinuses, etc. Many 
atypical facial pains are bizarre in nature 
and distribution, with prominent psycho- 
genic features. Some may be due to auto- 
nomic disturbances. 

Therapy of tic douloureux of the fifth 
nerve consists essentially of interruption 
of the centripetal pathway from the in- 





VOL. XXIV, NO. 1 


volved dermal area. This may be accom- 
plished by localized destruction of the pe- 
ripheral divisions of the nerve, with in- 
jection of alcohol or surgical avulsion. 
The more central portions of the neural 
pathway may be attacked at the level of 
the sensory root between the gasserian 
ganglion and pons or the descending tract 
of the trigeminus within the medulla. 

Alcohol blocks are most suited for the 
second and third divisions, the injection 
being accomplished at the foramen rotun- 
dum and the foramen ovale, respectively, 
with 0.5 to 1 cc. of 100 per cent ethyl 
alcohol. The second division lends itself 
well to surgical avulsion under local anes- 
thesia through a transoral approach to 
the infraorbital foramen. The first divi- 
sion is poorly treated by either nerve 
block or avulsion, since only its terminal 
branches are accessible at the brow. For- 
tunately this branch, as aforementioned 
above, is rarely involved. These peripheral 
procedures have the disadvantage of not 
being permanent, the painful paroxysms 
usually returning with regeneration of the 
nerve fibers. They, however, are useful in 
their simplicity as well as for extremely 
debilitated patients for whom major surgi- 
cal intervention might be hazardous, ad- 
mittedly an unusual situation. There is also 
the additional advantage of permitting 
the patient an opportunity to evaluate the 
relief of pain in exchange for a zone of 
anesthesia, and clearing up any doubt that 
may exist as to the correctness of the 
diagnosis. 

The most useful surgical procedure in 
treatment of trigeminal tic douloureux 
consists of intracranial division of fibers 
of the sensory root of the gasserian gan- 
glion and its entrance into the lateral sur- 
face of the pons. Trigeminal rhizotomy 
posterior to the ganglion was first sug- 
gested by Horsley,* who carried out this 
procedure in 1891, and, although the pa- 
tient died of shock seven hours after the 
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operation, Horsley stated that “the opera- 
tion presented no special difficulty beyond 
that of being very tedious.” The opera- 
tion was first successfully carried out by 
Frazier‘ in 1901, following the suggestion 
made three years earlier by Spiller that 
retrogasserian division of the trigeminal 
pathways might not be followed by the 
regeneration that occurs after procedures 
peripheral to the ganglion. Prior to this, 
various procedures for avulsion of the 
gasserian ganglion had been introduced, 
including that of Rose,® who in 1890 ex- 
cised part of the maxilla and curetted the 
gasserian ganglion by enlargement of the 
foramen ovale, and the technic, independ- 
ently introduced in 1892 by Hartley® and 
Krause,‘ of approaching the ganglion 
through a small temporal bone flap. Avul- 
sion of the ganglion, rather than rhizot- 
omy, was the intention of these proced- 
ures. Subsequent refinements have re- 
duced the procedure at this time to one 
with negligible morbidity and mortality 
rates. These refinements include differen- 
tial section of the nerve to preserve the 
ophthalmic division and spare the motor 
root, as suggested by Frazier,’ Stookey® 
and others. 

An entirely different approach to the 
sensory root of the trigeminus was intro- 
duced by Dandy’® who confined himself 
largely to a unilateral posterior fossa ex- 
posure through the cerebellopontine an- 
gle. In spite of the theoretically increased 
risks of this operation, the procedure, in 
the hands of those who have become 
skilled in its technic, has proved com- 
parable, so far as safety is concerned, to 
the transtemporal procedure. Further re- 
finements of Dandy’s technic by Walker'! 
have increased the simplicity and safety 
of this procedure and have the great ad- 
vantages of permitting better visualiza- 
tion of the entire sensory root, and of as- 
suring safety and preservation of the mo- 
tor root because of its more rostral position 
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at the surface of the pons. Furthermore, 
increasing evidence appears to support 
Dandy’s long disputed contention that the 
pain fibers involved in the tic mechanism 
assume a more caudal position within the 
sensory root as the pons is approached. 
Thus a partial rhizotomy spares corneal 
sensation while relieving pain, even when 
the first division is involved. I have veri- 
fied this observation in 1 case in which all 
three divisions of the trigeminus were 
involved in severely painful paroxysms. 
After division of the caudal three-fifths 
of the sensory root by the technic of 
Walker, the patient was completely re- 
lieved of all painful paroxysms, but cor- 
neal sensation and corneal reflexes were 
preserved normally, and in only a small 
portion of the mandibular division was a 
significant degree of analgesia noted. 


Other- surgical technic with interrup- 
tion of centripetal trigeminal pathways 
have been used with success but are not in 
general use. These include the transtem- 
poral intradural approach introduced by 
Wilkins’ and the intramedullary division 
of the descending tract of the trigeminus 
originally advocate.. and carried out by 
Sjéquist'* and investigated at some length 
by Grant and Weinberger.'* Wilkins first 
used the intradural approach in 1938 “‘pri- 
marily to avoid peripheral facial paralysis,” 
which may result from traction on the 
greater superficial petrosal nerve during 
the usual extradural approach. No facial 
paralysis has been observed in his series of 
more than 200 patients. Wilkins also ex- 
pressed the opinion that retention of lacri- 
mation incidental to preservation of the 
greater superficial petrosal nerve is of 
great importance “in avoiding corneal 
damage whether accompanied by facial 
paralysis or not.” The Sjéquist operation 
appears to have the sole advantage of in- 
terruption of trigeninal pain pathways 
without disturbance of touch sensation. 
The increased surgical hazards, as well as 
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the increased likelihood of complicating 
neurologic deficits due to damage of adja- 
cent structures, appear to outweigh the 
desirable preservation of touch sensation. 

In 1952, Taarnhgj’® of Copenhagen pub- 
lished a preliminary report on a technic 
for decompression of the sensory root of 
the trigeminus and the posterior portion 
of the gasserian ganglion as a treatment 
of tic douloureux. A later report from the 
same clinic in 1954,!° as well as reports 
from others,17 may be considered encour- 
aging. A conservative attitude would, 
however, appear well justified for two 
reasons: First, tic douloureux has remark- 
able tendencies toward spontaneous re- 
mission, at times for several years. Sec- 
ond, the description of this operation as a 
“decompression” is a misnomer, since 
compression of the trigeminal sensory 
root has never been demonstrated in a 
case of true tic douloureux. 

I have had no personal experience with 
this procedure, since in my opinion the 
near certainty of permanent pain relief 
by partial retrogasserian rhizotomy 
through the posterior fossa, even at the 
cost of some hypalgesia in the lower por- 
tion of the face, is preferable to what ap- 
pears to be an equivalent operation from 
the standpoint of surgical risk but with 
an attendant uncertainty of result out- 
weighing the sole advantage of total pres- 
ervation of sensation. 

While the nonsurgical treatment of tic 
douloureux is not within the scope of this 
paper, a proper therapeutic perspective 
necessitates a word in this regard. There 
is a natural tendency on the part of physi- 
cians infrequently attending these cases 
to give increasing doses of opiates or other 
analgesic medication. This can only be 
condemned. The paroxysms are severe 
and brief and may recur at intervals be- 
yond the duration of any such medication. 
In my experience, and probably in that of 
most neurosurgeons, restriction of physi- 
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cal activity by bed rest, augmented by a 
regular regimen of a fairly long-lasting 
sedative, such as phenobarbital, is of the 
greatest value in reducing the peripheral 
precipitation of the painful paroxysms 
prior to definitive surgical therapy. Tri- 
chlorethylene seems to have some pallia- 
tive value. This volatile drug may have a 
fairly selective toxic affinity for the tri- 
geminal nerve. Frangible ampules like 
those used for amy] nitrite are available, 
and the medication is self-administered 
by inhalation. Many patients appear to 
derive little benefit from this therapy, and 
its use, at best, gives only temporary 
relief. 

Of much less frequent occurrence is 
paroxysmal glossopharyngeal neuralgia, 
or glossopharyngeal tic douloureux. The 
clinical syndrome is analogous in all re- 
spects to that of trigeminal tic douloureux 
except in the distribution of the pain. The 
trigger zone is typically the region of the 
tonsillar pillars or fossa, and the mechan- 
ism of peripheral precipitation of pain is 
generally concerned with swallowing. Cold 
water appears particularly offensive in 
this regard, though when paroxysms are 
frequent and severe almost any of the 
pharyngeal movements of deglutition may 
precipitate a painful paroxysm. 

Pain is generally described as radiating 
from the region of the tonsil laterally to- 
ward the ear. The patient may tilt his 
head away from the painful side in swal- 
lowing in order to minimize stimulation 
of the trigger zone. He may also hold a 
finger in the auditory meatus during an 
attack of pain; this is not observed in 
cases of trigeminal tic. The distribution 
of pain may give rise to some confusion 
in diagnosis, with trigeminal tic limited 
to the third division, but differentiation 
can readily be made by identifying the 
trigger zone in the tonsillar area and by 
the complete relief of painful paroxysms 
during a period of topical anesthesia of 
this area. 4 
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At present, surgical therapy of glosso- 
pharyngeal tic douloureux is entirely lim- 
ited to the intracranial division of the 
ninth nerve, since this is simpler and safer 
than extracranial operations on the glosso- 
pharyngeal nerve and, in addition, pro- 
vides permanent relief of pain. Intra- 
cranial division of the ninth nerve by the 
posterior fossa approach, as advocated by 
Dandy and Walker, is relatively safe and 
simple. The adjacent two filaments of the 
vagus nerve should also be divided. As 
has been noted by Spurling and Gran- 
tham,'*® failure to do so may eliminate the 
trigger zone in the pharynx, but pain in 
the ear may persist. 

After intracranial division of the ninth 
nerve the patient is unaware of any defi- 
cit, since the motor portion of the ninth 
nerve supplies only the stylopharyngeus 
muscle, and the sensory distribution is 
limited essentially to the pharynx, the 
eustachian tube, and the distribution of 
the tympanic plexus. 

There are, within the domain of the 
cranial nerves, several paroxysmal neu- 
ralgias of much rarer occurrence and less 
well defined than are the diseases of the 
fifth and ninth nerves. In this group may 
be included sphenopalatine neuralgia, tym- 
panic neuralgia (or neuralgia of Jacob- 
son’s nerve) and geniculate neuralgia, in 
which the nervus intermedius of Wris- 
berg and the geniculate ganglion are con- 
cerned. 

Paroxysmal neuralgia of the spheno- 
palatine ganglion is manifested by painful 
paroxysms within the deeper structures 
of the face in the distribution of the 
sphenopalatine ganglion. This pain is gen- 
erally described as deep in the nasal cav- 
ity, eye and face. It tends to be somewhat 
more diffuse than trigeminal neuralgia, 
and because of its distribution there 
should be no difficulty in differentiating its 
diagnosis from the paroxysmal neuralgias 
of the fifth and ninth nerves. Diagnosis 
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can be confirmed by cocainization of the 
sphenopalatine ganglion, and more lasting 
relief can then be accomplished by alcohol 
injection of the sphenopalatine ganglion 
in the sphenomaxillary fissure. 

More difficult to differentiate are the 
painful syndromes involving the tym- 
panic nerve of Jacobson and the nervus 
intermedius of Wrisberg, since these dis- 
orders have in corimon pain referred to 
the ear. On an anatomic basis, at least, 
the distribution of pain may be sufficiently 
different to afford some differentiation. 
Jacobson’s nerve is a branch of the glosso- 
pharyngeal nerve, which joins the tym- 
panic plexus in the middle ear and inner- 
vates the mucous membrane of the eu- 
stachian tube, the tympanic membrane and 
the mastoid cells. Definitive therapy con- 
sists of intracranial section of the ninth 
nerve; thus, both anatomically as well as 
therapeutically, tympanic neuralgia might 
best be regarded as a variant in distribu- 
tion of the complete syndrome of ninth 
nerve tic, much as one observes involve- 
ment of the separate divisions of the tri- 
geminus. 

Paroxysmal neuralgia of the nervus 
intermedius, or geniculate neuralgia, on 
the other hand, has a somewhat more ex- 
ternal distribution in reference to the ear 
and is characterized by painful paroxysms 
in the external auditory canal and the 
region of the external auditory meatus. 
The distribution, therefore, may readily 
give rise to confusion with the complete 
syndrome of glossopharyngeal neuralgia, 
with the isolated form described as tym- 
panic neuralgia, or, possibly, with tic dou- 
loureux of the third division. Wilson has 
reported such a case, in which previous 
operation upon both the fifth and the 
ninth nerve failed to give the reiief that 
ultimately was obtained by intracranial 
division of the nervus intermedius, a tiny 
threadlike nerve filament lying between 
the seventh and eighth nerves as seen on 
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surgical exposure in the cerebellopontine 
angle. Intracranial division of the nerve 
of Wrisberg was first successfully accom- 
plished in such a case as early as 1909 by 
Taylor.’® When there is significant doubt 
as to the differential diagnosis between 
glossopharyngeal or tympanic neuralgia 
on the one hand and geniculate neuralgia 
on the other, intracranial exposure of 
these nerves can be done during local 
anesthesia, and direct mechanical stimula- 
tion of each nerve can be carried out by 
palpation with a blunt nerve hook; then 
the one which reproduces the character- 
istic distribution of pain can be surgi- 
cally divided. 

Turning attention now to the paroxys- 
mal motor disturbances of the cranial 
nerves, I shall confine my discussion to the 
motor tics of the seventh and eleventh 
cranial nerves. One might reasonably in- 
clude as paroxysmal metor disturbance 
of the third, fourth and sixth cranial 
nerves the various forced ocular devia- 
tions or “oculogyric crises’ associated 
with postencephalitic disorders, but since 
these are probably always due to an in- 
flammatory process and furthermore are 
not suitable for any surgical therapy, they 
will be excluded from this discussion. 

Facial tic is a paroxysmal motor dis- 
turbance in the domain of the facial, or 
seventh cranial, nerve. This entity con- 
sists of rapid twitching movements of the 
muscles, generally limited to one side of 
the face and particularly the muscles 
about the eye, especially the orbicularis 
oculi. When there is isolated involvement 
of this muscle the appearance may closely 
resemble that of voluntary winking, al- 
though usually some associated mass 
movement is present, particularly eleva- 
tion of the angle of the motith. Often these 
movements consist of several rapid repe- 
titions of the contractions, sometimes ap- 
pearing to increase cumulatively. In 
many cases the lower musculature of the 
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face is primarily involved, with frequent 
twitching movements of the angle of the 
mouth, and even the platysma and ear 
muscles may be involved. The disturb- 
ance is strictly limited to the muscles of 
expression supplied by the seventh nerve; 
associated contractions of the muscles of 
mastication supplied by the motor root of 
the trigeminus are never present. This 
condition may rarely be bilateral. 


In hemifacial spasm, possibly a related’ 


phenomenon, the affected muscles remain 
in a rather constant state of contraction 
for long periods. This condition is men- 
tioned primarily because its therapeutic 
management is essentially identical with 
that for facial tic. The cause of both 
conditions is within the nerve, brain stem 
or basal ganglion, since these disorders 
may be observed following encephalitis as 
well as trauma. 

Since medical therapy is of little value 
in the management of facial tic or spasm, 
the more severely troubled patients will 
require surgical intervention. Surgical 
therapy in its various forms is essentially 
the interruption in some degree of the pe- 
ripheral motor fibers of the facial nerve. 
Alcohol injections of either the main 
trunk of the facial nerve at the stylo- 
mastoid foramen or _ the _ peripheral 
branches at the anterior margin of the 
parotid gland can be done. In the first 
procedure an attempt is made to inject a 
few minims only of 50 per cent alcohol, 
producing peripheral facial paresis with- 
out obliteration of all voluntary motion. 
This cannot constantly be obtained, but 
the procedure can be repeated if neces- 
sary. Injection of the peripheral branches 
at the anterior margin of the parotid 
gland has the advantage of affording some 
selectivity of effect when disturbance is 
primarily limited to one portion of the 
facial musculature; however, owing to the 
great variation in the peripheral distri- 
bution of the seventh nerve, such injec- 
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tions cannot be done with the precision of 
those done for trigeminal-tic douloureux. 
There is the further disadvantage with 
these more peripheral injections that, 
should subsequent definitive surgical in- 
tervention (accessory-facial or. hypo- 
glossal-facial anastomosis) be considered, 
the return of function after such surgical 
procedures may be jeopardized as a result 
of cicatricial involvement of the peripheral 
branches of the seventh nerve. This would 
not, of course, apply to alcohol injection 
at the stylomastoid foramen. 

Peripheral procedures comparable to 
alcohol injections can be readily accom- 
plished. I have used the method described 
by German,’ with satisfactory results. 
This consists of surgical exposure of the 
major branches of the facial nerve at the 
anterior margin of the parotid gland ahd 
after identification of each branch with 
the electric stimulator, sectioning through 
about three-fourths of the diameter of the 
indicated branches, turning back the séc- 
tioned portion on itself and loosely tying 
it to minimize regeneration. This opera- 
tion produces, as in the desired result of 
the alcohol injections already described, a 
weakness of the affected musculature, but 
some innervation is retained to maintain 
tone and symmetry of the face as well as 
voluntary expression. 

In cases of severe involvement the most 
satisfactory therapy involves complete di- 
vision of the main trunk of the facial 
nerve. Although direct resuturing of the 
seventh nerve can then be done, this is 
undesirable because of the likelihood that 
the hyperkinetic symptoms will recur in 
proportion to the degree of regeneration. 
For this reason, substitution of the spinal 
accessory nerve or the hypoglossal nerve 
is regarded as the procedure of choice in 
such cases, since it results in complete ces- 
sation of the abnormal motor activity and 
at the same time restores some degree of 
facial symmetry and motion. There is still 
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no agreement on the preferable technic in 
these nerve-crossing operations. Tech- 
nically both the spinal accessory and the 
hypoglossal nerve can be readily exposed 
and the proximal portion of either su- 
tured into the peripheral portion of the 
divided seventh nerve with about equal 
facility. Regeneration is probably about 
the same. It would appear that most 
neurosurgeons of experience favor the 
hypoglossal-facial anastomosis, for sev- 
eral reasons. The unilateral atrophy of the 
tongue on the side of the sacrificed twelfth 
nerve is neither noticeable nor trouble- 
some to the patient. On the other hand, 
atrophy of the sternomastoid muscle and 
at least the upper portion of the trapezius 
produces an unsightly deformity. In a 
man doing heavy physical work this may 
materially weaken the support of the 
shoulder girdle on the affected side. In- 
voluntary associated movements of the re- 
innervated face are probably more trou- 
blesome after use of the spinal accessory 
nerve; and finally, at least on theoretical 
grounds, there are embryologic and histo- 
logic similarities that would appear to 
favor the hypoglossal nerve as a substitute 
for the facial nerve. 

Conditions somewhat comparable to fa- 
cial tic and facial spasms are the disturb- 
ances of forced rotary deviation of the 
head, one appearing in rhythmic parox- 
ysms and generally referred to as spas- 
modic torticollis, and a related state of a 
more persistent nature quite comparable 
to facial spasm. In many cases the cause 
is obscure, but electromyographic studies 
have shown that these dystonic move- 
ments, at least in some cases, are compar- 
able to other athetoid dystonias. Unfor- 
tunately, in many cases the disturbance 
appears to be psychogenic, and differen- 
tial diagnosis may require the services of 
a psychiatrist and investigation under 
narcosis. Electromyographic investiga- 
tion may also differentiate these condi- 
tions. 


JULY, 1955 


Several surgical procedures have been 
devised to eliminate the abnormal motor 
activity associated with spasmodic torti- 
collis. These procedures are comparable 
to the surgical treatment of facial tic and 
spasm and consist of complete or partial 
denervation of the hyperkinetic muscle 
groups. In the presence of spasmodic tor- 
ticollis this requires bilateral division of 
the first, second, and third cervical motor 
roots, intraspinally, as advocated by Foer- 
ster,?! or separate incisions in the neck as 
practiced by Dandy.?? In some cases it 
appears necessary to include an anterior 
rhizotomy of the fourth cervical segment 
as well. Putnam advised that this should 
not be done in the first stage because of 
disturbance of phrenic nerve function, 
though Dandy stated, ‘This definitely adds 
to the percentage of cures and does not 
affect the phernic nerves.” Despite Dan- 
dy’s enthusiasm for this procedure and 
his statement that “there is no serious 
loss of function from this extensive mus- 
cular loss,” this has not been the experi- 
ence of others, including myself. These 
operations would appear at best to be se- 
verely disfiguring and at least partially 
disabling procedures, to be done only as a 
last resort when torticollis is distinctly 
disabling. 

Finally, turning one’s attention to par- 
oxysmal disorders of the eighth cranial 
nerve, paroxysmal aural vertigo or Méni- 
ére’s syndrome, one finds a severely dis- 
abling disturbance consisting of recurrent 
paroxysms of violent vertigo. These at- 
tacks come suddenly, without warning, 
and are characterized by violent rotational 
or other profound symptoms of spatial 
disorientation, and accordingly associated 
with severe nausea and vomiting. Patients 
often describe the attack as feeling as 
though the floor had suddenly tilted side- 
ways, rotated or even completely inverted. 
Patients often fall violently to the floor, 
probably because of strong but disorgan- 





VOL. XXIV, NO. 1 


ized postural righting reflexes, and the 
episodes have been confused at times with 
epileptiform seizures. Characteristically 
associated with these attacks is a roaring 
tinnitus, usually present in mild degree 
during the intervals between paroxysms, 
but sharply increased with the vertiginous 
attacks. Nystagmus is often present dur- 
ing the attack. Generally speaking, the 
paroxysms are considerably longer in 
duration than the pain of paroxysmal neu- 
ralgia, lasting for at least several minutes, 
often for several hours and occasionally 
for days. As in cases of tic douloureux, 
attacks may at times recur frequently. 
The vertigo is intensified with the eyes 
open and by motion during the attack, but 
episodes do not appear to be initiated by 
postural alterations and are not to be con- 
fused with the mild postural dizziness 
often present in hypotensive or elderly 
arteriosclerotic persons. Of great diag- 


nostic importance is the presence of uni- 


lateral partial deafness of the perception 
type which progressively increases, often 
over a period of years, to total deafness. 
In a small percentage of cases (10 per 
cent according to Dandy?*) there is bi- 
lateral involvement of the eighth nerve. 

The medical therapy of Méniére’s syn- 
drome has paralleled the theories as to the 
cause of these attacks. Histamine desensi- 
tization has been used, and some success 
claimed, on the basis of the theory that 
this disturbance is an allergic phenome- 
non. The concept of labyrinthine hy- 
drops, or disturbance in the fluid and elec- 
trolyte balance of the endolymph, has led 
to various dehydration measures as well 
as to restriction of the sodium ion intake 
and supplementary medication with am- 
monium and potassium salts. This regimen 
may reduce the frequency and severity 
of attacks, and accordingly is a worth- 
while form of palliation for patients not 
severely disabled by the vertiginous epi- 
sodes, or in cases in which lateralization 
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is uncertain or useful hearing is present 
on the affected side. 

Definitive therapy of true paroxysmal 
aural vertigo requires surgical interrup- 
tion of the disturbed labyrinthine im- 
pulses. This has been attacked from the 
otologic viewpoint by destructive opera- 
tions upon the labyrinth, operations which 
are said to be effective and to assure the 
patient that any remaining hearing will 
be preserved as a result of the operation. 
I have not personally observed cases in 
which this procedure was done. From the 
neurosurgical standpoint, patients with 
severe disabling vertiginous paroxysms, 
particularly when there is good laterality 
of symptoms and signs, can be treated 
satisfactorily in most cases by intracra- 
nial division of the vestibular portion of 
the eighth nerve. This may be accom- 
plished by the various technics previously 
outlined for intracranial division of the 
fifth, ninth or intermedius nerves. When 
hearing is completely lost in the affected 
side, a complete division of the eighth 
nerve is relatively simple; great care, 
however, must be exercised to avoid dam- 
age to the seventh nerve, which lies ven- 
tral to the eighth nerve, hidden from the 
surgeon’s view until the eighth nerve is 
slightly elevated or depressed. When there 
is some useful hearing present, the rostral 
one-half of the nerve is sectioned. This is 
essentially the vestibular portion of the 
acoustic nerve and is usually anatomically 
indistinguishable from the cochlear por- 
tion which constitutes the caudal half of 
the eighth nerve as seen at operation. Some 
damage to the cochlear portion of the 
eighth nerve may occur even with the 
greatest care and skill; thus the patient 
cannot be assured of undisturbed auditory 
function after such partial sections of the 
acoustic nerve. Apart from some tendency 
to troublesome nausea and nystagmus for 
several days after division of the vestibu- 
lar nerve, recovery is generally complete 
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and satisfactory, with complete cessation 
of the vertiginous episodes, provided bi- 
lateral dysfunction is not present. 

When there is bilateral involvement of 
the vestibular apparatus the problem be- 
comes considerably more serious and com- 
plex. Although surgical interruption of 
both vestibular nerves can be accomplished 
there is a troublesome disturbance of ocu- 
lar coordination with movement, which 
results in the patient’s perceiving moving 
objects, or his environment in relation to 
his own motion, as “jumbled.” This se- 
riously interferes with walking or driv- 
ing and makes any sort of motion unpleas- 
ant. Because of these severely disturbing 
symptoms the neurosurgeon prefers not 
to perform bilateral vestibular nerve 
sections except under very unusual cir- 
cumstances. A unilateral operation may 
be done when one side is much more se- 
verely involved, the residual symptoms 
then being treated by the more common 
palliative measures. In any case of 
Méniére’s syndrome, and particularly in 
cases of bilateral involvement, a reason- 
able attempt at medical palliation is in- 
dicated prior to consideration of surgical 
intervention. 


CONCLUSION 


If an essay can be defined as a literary 
form compiling and integrating informa- 
tion from various sources without pre- 
senting anything new, this paper might be 
regarded as fulfilling such a definition. It 
has been, however, the intention of the 
author to bring together this intriguing 
group of paroxysmal disorders of the cra- 
nial nerves, including the paroxysmal neu- 
ralgias and the paroxysmal motor and 
vertiginous disturbarices. This group of 
disorders is largely amenable to various 
types of surgical therapy, with generally 
gratifying results, and for this reason de- 
serves the benefits of early diagnosis and 
treatment. 
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ZUSAM MENFASSUNG 


Wenn man unter einem Essay ein litera- 
risches Produkt versteht, das sich zur 
Aufgabe macht, Kenntnisse aus verschied- 
enen Quellen zu beschaffen und zusammen- 
zustellen, ohne eigentlich etwas Neues zu 
bringen, so mag diese Arbeit einer solchen 
Definition entsprechen. Der Verfasser hat 
es sich zur Aufgabe gemacht, eine inter- 
essante Gruppe von krampfartigen Stor- 
ungen der Hirnnerven einschliesslich der 
paroxysmalen Neuralgien und der parox- 
ysmalen motorischen und vertiginésen Er- 
krankungen zusammenzustellen. Diese 
Krankheitsformen sprechen im grossen 
und ganzen auf verschiedene Formen chi- 
rurgischer Behandlung mit allgemein be- 
friedigendem Erfolg an und sollten des- 
halb friihzeitig erkannt und _ behandelt 
werden. 


RIASSUNTO 


Se un “saggio” puod essere definito come 
una forma letteraria che raccogli e ordina 
notizie proveniento da varie sorgenti, 
senza apportare niente di nuovo, questo 
articolo é un saggio. L’autore ha cercato 
di raccogliere assieme tutti quei compli- 
cati disordini di carattere parossistico dei 
nervi cranici, quali le nevralgie paros- 
sistiche e i disturbi motori e vertiginosi 
parossistici. Questo gruppo di affezioni 
pud essere trattato chirurgicamente in 
vari modi, con risultati, in genere, soddis- 
facenti. Per tale ragione merita diagnosi 
e cura precoci. 


RESUMEN 


Si puede difinirse a un ensayo a una 
forma literaria de compilacion e informa- 
cién de diversas fuentes sin presentar 
nada nuevo, este articulo debe considerar- 
se como un ensayo. Sin embargo la in- 
tencién del autor es la de juntar este 
grupo intrigante de perturbaciones pa- 
roxisticas de los nervios craneal es, 
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incluyendo neuralgias paroxisticas y per- 
turbaciones motoras paroxisticas y verti- 
ginosas. Estas perturbaciones tienen di- 
versos tipos de tratamiento quirtrgico, 
con resultados generalmente satisfactori- 
os; por esta razon merecen los beneficios 
de un diagnéstico y tratamiento oportunos. 


RESUME 


Si on peut définer un essay comme forme 
Itteraire, d’assembler et intégrer |’infor- 
mation de différentes sources, sans pré- 
senter aucun fait nouveau, on pourra dé- 
finir ce travail comme accomplissant cette 
définition. Tout de méme l’intention de 
l’auteur était de réunir ce groupe intrigu- 
ant de désordres paroxysmaux des nerfs 
craniaux inclu les déturbances paroxy- 
males motoriques et vertigineuses et les 
nevralgies paroxysmales. Ce groupe de 
désordres est en grande p. rtie amenable 
a differents types de therapie chirurgicale 
donnant en général des resultats gratifi- 


ants, et par cette raison il mérite les 
avantages d’une diagnose et traitement in- 
stantane, 


SUMARIO 


Se um ensaio pode ser definido como 
uma forma literaria que compila e reuna 
informagées de fontes varias, nada apre- 
sentando de novo, éste trabalho podera ser 
assim considerado. Contudo, a intencao 
do autor foi a de reunir éste complexo 
grupo de perturbacoes paroxisticas dor ner- 
vos cranianos, inclusive as nevralgias pa- 
roxisticas e as perturbacdes motoras pa- 
roxisticas e vertiginosas. Este grupo de 
perturbagées é em grande parte, suscep- 
tivel de tratamentos cirtrgicos, em geral 
com resultados satisfatérios, merecendo 
por isto os beneficios do diagnéstico e tra- 
tamento precoces. 
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Cancer of the Respiratory Tract 


Recent Trends in Mortality 
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HIS paper presents data on death 

rates from cancer of the respiratory 

tract in the general population of the 
United States and among Industrial and 
Ordinary policyholders of the Metropoli- 
tan Life Insurance Company. 

Broadly speaking, these data indicate 
the following conclusions: 

‘1. About half the increase in the num- 
ber of deaths from respiratory cancer 
over the past twenty-five years reflects 
merely the growth of population and the 
greater proportion of persons at the older 
ages. 

2. Respiratory cancer affects predomi- 
nantly males past the age of 45 and fe- 
males past the age of 55, the death rates 
among males being from four to six times 
those among females. 

3. Respiratory cancer death rates past 
midlife are likely to continue rising. 

4. In general, the magnitude of the 
respiratory cancer death rates reported 
from different parts of the United States 
appears to be associated with the quantity 
and quality of medical facilities available 
for accurate diagnosis of the disease. 

5. Part of the increase in the reported 
incidence of respiratory cancer reflects im- 
proved diagnosis, more complete case find- 
ing, and more accurate reporting. 

6. Part of the increase, however, un- 
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doubtedly represents a real rise in the 
incidénce of respiratory cancer. While a 
number of factors have been suggested as 
being implicated in this increase, data are 
not available to show how much of the 
rise can reasonably be attributed to the 
effect of specific factors. 


7. The highest respiratory cancer death 
rates in the white male population of the 
United States are found in the highly ur- 
banized and industrialized states, and the 
lowest in the agricultural and mountain 
states. 

8. Among white male Industrial policy- 
holders, who are predominantly urban 
residents and employed for the most part 
in industry, respiratory cancer death 
rates have averaged from 30 to 50 per 
cent higher than among white males in 
the general population of the United 
States; however, the death rates among 
white female Industrial policyholders have 
been about the same as for white females 
in the general population. 

9. Among male Ordinary policyholders, 
most of whom are drawn from the middle 
and better-to-do classes of the population 
engaged in nonhazardous occupations, 
respiratory cancer death rates have on the 
whole been somewhat lower than among 
white males in the general population. 

The statistics in this paper relate to the 
broad category of respiratory cancer. In 
1950, some 85 per cent of the deaths in 
this category were accounted for by can- 
cer of the lung trachea and bronchus, as 
shown in Table 1: 
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TABLE 1.—Deaths from Respiratory Cancer in the 
United States, 1950 





Percentage of 
All Deaths 
from 
Respiratory 
Cancer 


Number of 


Detailed Site Deaths 





Trachea, Bronchus, and Lung 
Specified as Primary 


Lung and Bronchus 
Unspecified as to 
Primary or Secondary 


Larynx 


Nose, Nasal Cavities, 
Middle Ear, Sinuses 


Mediastinum 
Thoracic Organs Secondary 284 


21,503 100% 





Increase in Deaths From Respiratory 
Cancer.—During the past twenty-five 
years, mortality from respiratory cancer 
has risen so sharply in the United States 
that this once rare disease has now be- 
come an important cause of death, partic- 
ularly among white males. In 1950, only 
diseases of the heart, vascular lesions of 
the central nervous system, cancer of the 
digestive system, hypertension and ar- 
teriosclerosis, and accidents (all forms) 
outranked respiratory cancer as a cause 
of death among white males at ages 55 
and over. 


The total number of deaths reported in 
the United States as due to respiratory 
cancer rose from 3,900 in 1930 to almost 
27,000 in 1953, or about sixfold. If the toll 
from this disease continues to mount as 
it has in recent years, there will be about 
40,000 such deaths reported in 1960. 
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As is brought out in Chart 1, approxi- 
mately half the increase in-the number of 
deaths from respiratory cancer reflects 
merely the growth of our population and a 
greater proportion of persons at the older 
ages, who are subject to higher - death 
rates from this disease than younger per- 
sons. Hence, about half the increase in 
the number of such deaths represents a 
higher reported incidence of respiratory 
cancer. This is indicated in Table 2. 

Among white males the number of 
deaths reported as due to respiratory 
cancer rose about sevenfold between 1930 
and 1953. Among white females the cor- 
responding increase was somewhat less 
than threefold. The relative increase in 
respiratory cancer deaths was even great- 
er for nonwhite persons. However, the 
rather small number of such deaths re- 
ported among nonwhite persons in .J30 
suggests that proportionately very many 
more cases of respiratory cancer were 
then being missed in the nonwhite than 
in the white population. 

In each race and sex group with the ex- 
ception of white females, somewhat less 
than half the increase in the number of 
respiratory cancer deaths reported be- 
tween 1930 and 1953 was accounted for by 
the growth and aging of the population; 
among white females the corresponding 
proportion was about sixty per cent. 

Increase in Deaths from Cancer of 
Other Sites.—Between 1930 and 1953 the 


TABLE 2.—Increase in Number of Deaths from Respiratory Cancer in the United States, 
1930 to 1953 





Number of D. 
53* 


eaths 
1930** 


Increase in Deaths Due to 
Growth and 
Aging of 


Total 
e Population 


Higher 
Increase Incidence 





Total persons 
White males 
White females 
Nonwhite males 
Nonwhite females 














11,120 
8,480 
1,790 

720 
130 


11,900 
9,800 
1,100 

850 
150 


23,020 
18,280 
2,890 
1,570 
280 





*Based on 10% sample of 1953 deaths in U, S, population. 


** Adjusted to include Texas, 
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CHART 1.—Number of deaths from cancer of the respiratory tract in the United States in 1930, 1940, 
1950 and 1953. 
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TABLE 3.—Increase in Number of Deaths from Cancer Other Than Respiratory in the 
United States, 1930 to 1953 





Increase in Deaths Due to 
Growth and 
Aging of 
Population 
81,900 
34,885 
40,460 
3,240 
3,315 


Higher 
Incidence 

—3,730 

1,175 


Number of Deaths Total 
53* 1930 


19 oe Increase 





113,850 
47,720 
59,100 

2,400 
4,630 


78,170 
36,060 
33,180 —7,280 
5,290 2,050 
3,640 325 


Total persons 
' White males 





*Based on 10% sample of 1953 deaths in U. S. population. 


** Adjusted to include Texas 


number of deaths reported in the United 
States as due to cancer other than of the 
respiratory system, rose from 114,000 to 
192,000. (Here and elsewhere in this 
paper, the term “cancer” excludes the 
leukemias and Hodgkin’s disease.) As is 
brought out in Chart 2, the entire increase 
in reported deaths from such cancers can 
be accounted for by the growth and aging 
of the population. This is indicated in 
Table 3. 

The table also shows that when adjust- 


ment is made for the increase in deaths 
due to the growth and aging of the popu- 
lation, the number of deaths from cancer, 


other than of the respiratory system, has 
since 1930: (a) increased slightly for 
white males, (b) decreased about 12 per 
cent for white females, (c) nearly 
doubled for nonwhite males, and (d) in- 
creased about 7 per cent for nonwhite 
females. 

The relatively much greater reported 
increase among nonwhite males than 
among white males, as well as the increase 
of such cancers among nonwhite females 
in contrast to a decrease in the age-ad- 
justed incidence among white females, 
may be attributed to the substantial prog- 
ress made in raising the standards of 


TABLE 4.—Respiratory Cancer Death Rates per 100,000 United States Population, 
1930, 1940, and 1950 





White Males 


White Females 
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diagnosis, case finding, and reporting of 
cancer in the nonwhite population closer 
to the level of those in the white popula- 
tion. Part of this may reflect the increas- 
ing exposure of the nonwhite population 
to modern medicine, as a result of large 
scale migration from the rural South to 
northern cities. The same developments 
have, of course, also been responsible for 
much of the increase in the reported in- 
cidence of respiratory cancer among non- 
whites. 

Respiratory Cancer Death Rates by 
Age, Sex and Race in the General Popu- 
lation.—The effect of population changes 
on the trend of respiratory cancer mortal- 
ity can be eliminated by using death rates 
for specific age groups. Such death rates 
for each sex and race make it possible to 
investigate further the nature of the rise 
in respiratory cancer mortality. Table 4 
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and Charts 3 and 4 show such death rates 
for 1930, 1940, and 1950 in the general 
population of the United States. 

The most striking feature of these 
trends is that the death rates have risen 
very much more rapidly for males than 
for females, even though as far back as 
1930 respiratory cancer mortality was al- 
ready much higher among males than 
among females. Between 1930 and 1950, 
the white male death rate from this dis- 
ease increased by 130 per cent at ages 
35-44, by 260 per cent in the age range 
45-54, and from 350 per cent to 400 per 
cent at ages 55 and over. For white 
females, the increases were only 30 per 
cent at ages 35-44, about 70 per cent in 
the age range 45-64, 130 per cent at ages 
65-74, and 340 per cent at ages 75 and 
over. As a resu!t of these sex differences 
in trend, the overall death rate from re- 
spiratury cancer for white males had by 


DEATH RATE PER 100,000 





120 T T 


NON -WHITE 





100 











is 
j 1950 





Re 





1940 




















20 — 


1930 


a 7 























Pu 


.e) 








UNDER 
35 


35 
TO 
a4 


45 
TO 
54 


55 
TO 
64 


65 
TO 
74 


75 UNDER 
OVER 


45 
TO 
54 


55 
TO 
64 


65 
TO 
74 


35 
TO 
44 


75 
a 
OVER 


CHART 3.—Age pattern of male death rates from cancer of the respiratory tract in the United States 
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TABLE 5.—Statistics on Cohort Basis 


White Male Respira Cancer Death Rates 
Cohort Born In per 100,000 At Attained Ages 


55-55 = 55-64 65-75 =. 75-84 
26.4 51.7 
53.8 109.1 

119.4 





35-44 





1855-1865 
1865-1875 
1875-1885 
1885-1895 .......... 3.4 
1895-1905 .......... 6.0 


20.1 
47.4 
95.9 


10.7 
23.8 
39.1 





1950 increased to about 414 times that 
among white females, whereas in 1930 
the corresponding difference had been only 
about 214 times. The disparity was great- 
est in the age range from 45 to 64, in 
which the 1950 death rates among white 
males were approximately six times those 
among white females; in the age range 
from 65 to 74 the male death rates were 
about four times the female rates. 

In 1950, the deaths from respiratory 
cancer among white males at ages 55 to 
64 accounted for 4.2 per cent of the total 
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mortality in this age group; the corre- 
sponding figures at ages 45 to 54 and 65 
to 74 were 4.0 per cent and 2.5 per cent, 
respectively. Among white females, the 
deaths from respiratory cancer accounted 
for only about 1.2 per cent of the total 
mortality in the broad age range 45-64. 

Among nonwhite lives the ratio of male 
to female death rates from respiratory 
cancer has been about the same as among 
white lives. However, between 1930 and 
1950 the respiratory cancer death rates 
increased more than tenfold for nonwhite 
males at ages 45 and over, and very 
appreciably, although not as rapidly, for 
nonwhite females. 

The age-specific death rates from re- 
spiratory cancer have thus risen much 
faster in the nonwhite than in the white 
population, Consequently, by 1950 the 
nonwhite death rates from respiratory 
cancer had come to exceed the correspond- 
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ing white death rates at ages under 55. 
While the reported death rates in 1950 
for nonwhites at ages over 55 were still 
below the corresponding rates for whites, 
it is necessary to keep in mind that the 
reporting of deaths among older non- 
whites is known to be somewhat deficient 
as to numbers and inaccurate both as to 
age and causes of death. If allowance 
could be made for the lower standards 
of diagnosis, case finding, and reporting 
of respiratory cancer in this segment of 
the nonwhite population, it is likely that 
the current death rates from this disease 
among nonwhites at these ages would 
turn out to be close to if not higher than 
the corresponding death rates among 
white lives. 

It is quite clear that among both whites 
and nonwhites respiratory cancer takes its 
heaviest toll past midlife. For males under 
45 and females under 55 death rates from 
this disease were all below 10 per 100,000 
in 1950. At ages over 45 the death rates 


rise rapidly with advance in age. Among 
white males the death rates increase to 
a maximum at ages 65-74 (120 per 100,000 
in 1950) and then decline somewhat. 
Among white females the death rates con- 
tinue to rise to the oldest ages, the maxi- 
mum being recorded at ages 85 and over 


(44 per 100,000 in 1950). Respiratory 
cancer death rates in England, Canada 
and other countries show the same charac- 
teristic earlier peak for males. 

It has been suggested that one possible 
explanation of the earlier peak in the male 
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death rates is that some new carcinogenic 
factor, to which a larger proportion of 
males than females are exposed, may have 
been operating on an increasing scale over 
the past three or four decades. If this 
factor also affected younger males to a 
greater degree than older males, then the 
cohorts of younger males who have been 
exposed to the increasing operation of this 
factor from an earlier age would be ex- 
pected to show higher death rates than 
the cohorts of older men. The actual ex- 
perience (in 1930, 1940, and 1950) of 
several cohorts of white males in the 
United States presented in Table 5, does 
show that the older cohorts have been 
subject to lower respiratory cancer death 
rates than the more recent cohorts. 

If the hypothesis just mentioned is true, 
then the peak of the respiratory cancer 
death rates probably will shift to the more 
advanced ages, when the more recent co- 
horts attain the older ages. 

The trend of the age-specific death rates 
from respiratory cancer indicates that 
the percentage increases in death rates 
from 1940 to 1950 were generally smaller 
than those from 1930 to 1940 for both 
whites and nonwhites in each sex; how- 
ever, the absolute increases in death rates 
from 1940 to 1950 were greater than those 
from 1930 to 1940 in most of the age 
groups over 45. It appears, therefore, 
that the increase in respiratory cancer 
death rates is slowing down at the younger 
ages only. Judging by recent trends in the 
general population, further increases in 


TABLE 6.—Respiratory Cancer Death Rates per 100,000 


Industrial Policyholders—Metropolitan Life Insurance Company 
1930-32, 1940-42 and 1950-52 
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7.5 
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respiratory cancer death rates past mid- 
life are to be expected. 

Respiratory Cancer Death Rates by Age 
and Sex among Industrial Policyholders.— 
Industrial policyholders represent for the 
most part urban wage earners and their 
families. They are generally persons in 
the lower income brackets and include a 
high proportion of men engaged in manu- 
facturing and mechanical industries, in 
mining, in transportation, and in _ per- 
sonal service. The age-specific death rates 
from respiratory cancer among these in- 
sured lives thus shed light on the incidence 
of this disease in urban areas and among 
workmen in industry. Table 6 shows the 
age-specific death rates among white male 
and female Industrial policyholders of the 
Metropolitan Life Insurance Company in 
the periods 1930-1932, 1940-1942 and 
1950-1952. 

A notable feature of the death rates 
from respiratory cancer among Industrial 
policyholders is that they have been sub- 
stantially higher than the rates in the gen- 
eral population for white males at ages 
35 to 74, where as for white females they 
have been remarkably close to those in 
the general population at all ages. Over 
the years, the disparity in respiratory 
cancer death rates between white male 
Industrial policyholders and white males 
in the general population has been di- 
minishing. In recent years, death rates 
from respiratory cancer among white 
male Industrial policyholders have ex- 
ceeded those among white males in the 
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general population by nearly a third in 
the age group from 35 to 44, by about 
two-fifths in the age range from 45 to 64, 
and by more than a half at ages 65 to 74. 
The death rates from cancer other than 
of the respiratory system have also been 
higher among white male Industrial 
policyholders than among white males in 
the general population, but the differen- 
tials have been much narrower, ranging 
from 5 per cent in the age group 35-44 to 
20 per cent at ages 65-74. The death rates 
from nonrespiratory cancers among white 
female Industrial policyholders have been 
about the same as for white females in 
the general population. 

The trend of the age-specific death rates 
from respiratory cancer among white In- 
dustrial policyholders indicates that for 
males at ages 45 and over the absolute 
increases in death rates from 1940-1942 
to 1950-1952 were significantly greater 
than those from 1930-1932 to 1940-1942; 
for males at ages under 45, the absolute 
increases were about the same in both 
periods. For females the absolute in- 
creases from 1940-1942 to 1950-1952 were 
generally smaller than from 1930-1932 to 
1940-1942, It seems, therefore, that the 
increase in respiratory cancer death rates 
is slowing down only among females or at 
best possibly also among males at the 
younger ages. Judging by recent trends 
among Industrial policyholders, respira- 
tory cancer death rates may be expected 
to continue rising among males past mid- 
life. 


TABLE 7.—Respiratory Cancer Death Rates per 100,000 


Ordinary Policyholders—Metropolitan Life Insurance Company, 
1930-32, 1939-40 and 1950-52 
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Respiratory Cancer Death Rates by Age 
and Sex among Ordinary Policyholders.— 
Ordinary policyholders are drawn chiefly 
from the middle and the well-to-do 
classes of the population engaged in non- 
hazardous occupations. The age-specific 
death rates from respiratory cancer among 
them, therefore, give some indication of 
the incidence of this disease among per- 
sons in the higher socio-economic groups 
of the population. Table 7 shows the age- 
specific death rates among male and fe- 
male Ordinary policyholders of the Metro- 
politan Life Insurance Company during 
the periods 1930-1932, 1939-1940, and 
1950-1952. 

In the most recent period respiratory 
cancer death rates among males insured 
under Ordinary policies were on the whole 
lower than in the general population; by 
some 10 per cent lower in the age range 
from 35 to 64 and at ages 75 and over. 
However, in the age group from 65 to 74, 
respiratory cancer death rates among 
male Ordinary policyholders were about 
20 per cent higher than in the general 
population. The generally lower death 
rates among Ordinary policyholders are 
in line with the recent findings on social 
class mortality in England and Wales,* 
which showed that in 1950 lung cancer 
mortality among men aged 20 to 64 in the 
two highest social classes (professional, 
managerial, etc., and intermediate occupa- 
tions) was only about 80 per cent of that 
for all occupied and retired men. 

The respiratory cancer death rates 
among female Ordinary policyholders at 
the ages of 55 and over have been some- 
what higher than in the general popula- 
tion. This too is in line with the recent 
findings on social class mortality in 
England and Wales, which showed that in 
1950 the lung cancer mortality of married 
women aged 20 to 64 in the three highest 


*The Registrar General’s Decennial Supplement for Eng- 
land and Wales, 1951, Occupational Mortality, Part 1. 
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social classes was somewhat higher than 
the average for all married women. 

The trend of the age-specific death rates 
from respiratory cancer among Ordinary 
policyholders indicates that for males aged 
55 and over the absolute increases in 
death rates were significantly greater in 
the 1940’s than in the 1930’s; for males 
aged under 55 the absolute increases were 
about the same in both periods. For fe- 
males aged 55 and over the absolute in- 
creases in death rates were very much 
smaller in the 1940’s than in the 1930’s; 
for females aged under 55 the death rates 
actually decreased during the more recent 
period. It appears, therefore, that the in- 
crease in respiratory cancer death rates 
is slowing down for females and perhaps 
also for males at the younger ages. Judg- 
ing by recent trends among Ordinary 
policyholders, further increases in respira- 
tory cancer death rates are to be expected 
for males past midlife. 


Geographic Variations in Respiratory 
Cancer Death Rates.—Geographic varia- 
tions in respiratory cancer death rates 
offer some clues as to the factors which 
may be implicated in the increased in- 
cidence of this disease. In considering 
such variations, it is necessary, however, 
to keep in mind that differences in death 
rates reported from various regions may 
be attributable to differences in the ac- 
curacy of diagnosis, case finding, and re- 
porting as well as to the effect of specific 
factors. 

Table 8 shows the age-specific death 
rates from respiratory cancer for white 
males in different regions of the United 
States in 1950. In general, the highest 
age-specific death rates were recorded in 
the Middle Atlantic and New England 
regions and the lowest in the East South 
Central, the West North Central, and the 
Mountain regions. The corresponding age- 
specific death rates from respiratory can- 
cer for white females show no such clear 
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cut pattern and do not vary as much from 
one part of the country to another. 
Table 9 and Chart 5 present age-ad- 
justed death rates from respiratory cancer 
for white males in individual] states. The 
highest death rates were recorded in 
Louisiana, New Jersey, District of Co- 
lumbia, New York, Maryland, and Dela- 
ware (all in excess of 30 per 100,000). The 
lowest death rates prevailed in North 
Dakota, Arkansas, Idaho, New Mexico, 
North Carolina, and Utah (all below 15 
per 100,000). Broadly speaking, the highly 
urbanized and industrialized states had 
high rates while the predominantly agri- 
cultural and mountain. states had low 
rates. Contrary to this general observa- 
tion, Louisiana had the highest age-ad- 


LEW: CANCER OF RESPIRATORY TRACT 


justed death rate of all states (34.8 per 
100,000), and high rates were also re- 
corded in Florida (27.8 per 100,000) and 
Nevada (27.7 per 100,000). For white 
females, the highest death rates from re- 
spiratory cancer were also most often 
found in the highly urbanized and indus- 
trialized states (as well as in Louisiana, 
Florida, and Nevada). The 1940 respira- 
tory cancer death rates by state presented 
much the same picture. 

If in 1950 white males in the United 
States as a whole had shown the relatively 
high age-specific death rates from respira- 
tory cancer observed in the Middle At- 
lantic States, the number of deaths from 
this disease among them would have been 
increased by about 25 per cent. If these 


Age Adjusted Death Rates per 100,000, White Male Population 
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CuHarT 5.—Age distribution of cancer of the respiratory tract in the white male population of the 
United States in 1950. 
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TABLE 8.—Geographic Variations in Respiratory Cancer Death Rates of White Males 
by Broad Regions of the United States—1950 





Region 25-34 


Date Rate per 100,000 


45-54 55-64 75 & over 
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32.3 65.9 ; 81.1 
35.3 91.5 111.6 
29.7 61.8 92.2 
37.6 90.2 103.4 
39.1 95.9 108.3 
27.5 72.7 82.6 





men had experienced the age-specific death 
rates from respiratory cancer found in 
1950 in England and Wales, the number of 
deaths among them from this disease 
would have been doubled. 

For white males in the general popula- 
tion of Canada, the age-specific death 
rates from respiratory cancer were almost 
as low as those in the three regions of 
the United States mentioned above as 
having the lowest- rates. In the Province 
of Ontario, the death rates were moder- 
ately higher, but still somewhat below the 
average for the United States as a whole. 
In the Metropolitan Life Insurance Com- 
pany’s experience among Industrial policy- 
holders in Canada, white males also 
showed much lower death rates from re- 
spiratory cancer than white male policy- 
holders in the United States, but white 
females showed about the same death 
rates in both countries. 

Table 10 shows for each state the 1940 
and 1950 crude (not age-adjusted) death 
rates from respiratory cancer for all per- 
sons combined, as well as the number (in 
1940) of physicians per 100,000 popula- 
tion in the state. This latter ratio pro- 
vides a rough measure of the medical fa- 
cilities available for diagnosis and case 
finding. The comparison of the 1940 and 
1950 crude death rates indicates that the 


incidence of respiratory cancer rose dur- 
ing the 1940’s in every state. However, 
the smallest percentile increases occurred 
in the states with relatively high death 
rates in 1940 and the largest increases 
were reported from states that had low 
rates in 1940. This is consistent with the 
hypothesis that, in the past, geographic 
differences in respiratory cancer mortality 
reflected largely differences in the pro- 
portion of such cases detected and re- 
ported. With improvements in diagnosis 
and more complete case findings, the dis- 
parity between the states has diminished. 
It is not surprising to find that the states 
with relatively high numbers of physi- 
cians per 100,000 population reported high 
death rates from respiratory cancer. The 
magnitude of the reported death rates 
from respiratory cancer is clearly associ- 
ated with the quantity and quality of the 
medical facilities available for accurate 
diagnosis of the disease. 

Improved Diagnosis and More Complete 
Case Finding of Respiratory Cancer.— 
There is considerable evidence that de- 
velopments leading to more careful and 
more frequent diagnostic study of patients 
as well as improvements in diagnostic 
techniques have played a very important 
part in the recorded rise of respiratory 
cancer death rates. This evidence cannot, 
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however, be translated into estimates of 
the proportions of deaths currently re- 
ported as due to respiratory cancer which 
twenty-five years ago would have been 
reported under cancer of other sites or as 
due to other diseases. 

The more significant pieces of evidence 
are: 

1. As a result of more and better in- 
struction in diagnosis at both the under- 
graduate and graduate levels, there has 
been a great increase in the number of 
physicians with good training in diag- 
nosis. The number of specialists in radi- 
ology and bronchoscopy has also increased 
markedly. Furthermore, the publicity 
given in the medical and lay press to the 
sharp rise in respiratory cancer has of 
itself led to greater awareness of this dis- 
ease and thus to more frequent search 
for it. 
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2. The facilities available for diagnosis 
of respiratory cancer and their use have 
likewise multiplied. The growth and utili- 
zation of hospital facilities have been par- 
ticularly marked since World War II. 
Impetus to the use of roentgen was: given 
by the mass roentgen campaigns for tu- 
berculosis detection even before World 
War II, and later by the large scale 
roentgen examinations for military serv- 
ice and in the armed forces, Industrial 
medical services have been expanded 
steadily and there, too, roentgen examina- 
tions have become almost routine. Of spe- 
cial importance has been the increase in 
accessibility of modern medical facilities 
to persons living in agricultural and out- 
lying regions. 

3. The development of better diagnostic 
methods (such as roentgen rays, bron- 
choscopy, cytologic examinations and diag- 


TABLE 9.—Geographic Variations in Respiratory Cancer Death Rates of White Males 
By States, 1950 
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TABLE 10.—Death Rates from Respiratory Cancer 
and Physicians per 100,000 Population 
Increase in Death Rate from 1940 to 1950 Among 

All Persons By States 
Respiratory Cancer Death Rate per 100,000 
Increase 100,000* 
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nostic thoracotomy) and the more fre- 
quent use of radical surgery have 
uncovered many cases of respiratory can- 
cer which would have been missed in 
earlier years. The growing tendency to 
obtain microscopic confirmation in sus- 
pected cases has had the same effect. The 
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special morbidity studies conducted by the 
National Cancer Institute in ten large 
metropolitan areas showed that in 1938 
some 66 per cent of the respiratory cancer 
cases diagnosed had been confirmed by 
biopsy or autopsy whereas by 1948 this 
proportion had risen to 75 per cent. Since 
the ten large metropolitan areas were well 
above the average as regards medical 
practice in 1938, it is likely that for the 
country as a whole the relative increase in 
biopsy and autopsy has been even greater. 

4, The fact that the magnitude of the 
respiratory cancer death rates is clearly 
associated with the quantity and quality 
of medical facilities, and that during the 
1940’s respiratory cancer death rates in- 
creased most in states with low death rates 
and relatively low ratios of physicians to 
population, also supports the view that 
much of the increase in respiratory cancer 
was the result of improved diagnosis and 
more complete case finding. 

5. The marked increase during the 
1940’s in the reported death rates from 
respiratory cancer among nonwhite lives 
can also be attributed largely to improved 
detection and better reporting of the dis- 
ease in this segment of the population, 
particularly at the older ages. At these 
ages, some of the increase probably repre- 
sents the reporting of respiratory cancer 
as the cause of death in cases in which the 
past would have been reported as due to 
senility or ill-defined causes. 

6. The sharp declines in the mortality 
from tuberculosis, pneumonia, and other 
respiratory diseases, such as_ chronic 
bronchitis, have probably resulted in the 
detection of respiratory cancer cases 
which formerly would have been reported 
as deaths from these diseases, Since tu- 
berculosis death rates have decreased 
least at the older ages, where respiratory 
cancer death rates have risen most, it is 
not likely that sizable numbers of deaths 
once reported as due to tuberculosis have 
come more recently to be reported as due 
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to respiratory cancer. It is likely, how- 
ever, that the high death rates from pneu- 
monia which prevailed before this disease 
came under control included many cases 
of respiratory cancer. 

7. An increase in the proportion of cases 
where the respiratory system is reported 
as the sole or primary site rather than 
as the secondary site may be another 
factor in the recorded rise in respiratory 
eancer death rates. In this connection, it 
may be noted that in 1940 the number 
of deaths in the United States in which 
respiratory cancer was reported as an as- 
sociated cause (7,375) was not much less 
than the number in which it was reported 
as the primary cause of death (9,543). 

Other Factors in the Increase in Re- 
sptratory Cancer.—While it has been sug- 
gested that improved diagnosis, more 


complete case finding, and more accurate 
reporting of respiratory cancer have been 
responsible for most, if not all, of the in- 


crease in the reported incidence of the 
disease, many considerations do not sup- 
port so extreme a view. On the whole, the 
evidence points to a real rise in the mor- 
tality from respiratory cancer. 

The more significant of these considera- 
tions are: 

1. During the past twenty-five years the 
white male mortality from respiratory 
cancer, adjusted for changes in age distri- 
bution, increased five times. An increase 
of this magnitude and rapidity appears 
greater than can be accounted for solely 
by better diagnosis, case finding, and re- 
porting, especially as no other site of 
cancer has shown as large a proportionate 
increase. If all the increase in respiratory 
cancer were due to better detection, and 
reporting, it would mean that physicians 
practicing twenty-five years ago were able 
to identify at most only one out of five 
cases existing at that time—the increase 
is continuing despite the fact that the dis- 
ease is now more generally recognized. 
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2. Among white ‘females, mortality from 
respiratory cancer, adjusted for changes 
in age distribution, has only about doubled 
in the past twenty-five years, If all this 
increase were due to better detection and 
reporting, it would still be much smaller 
than the increase in white male mortality. 
This suggests that a considerable part of 
the increase in white male mortality from 
this disease cannot be accounted for in 
this manner, since it is difficult to see why 
physicians should be able to diagnose re- 
spiratory cancer more readily in one sex 
than in the other. 

3. The magnitude of the increase in 
respiratory cancer death rates over the 
past twenty-five years has varied by age, 
being smallest at ages under 45, and great- 
est at the most advanced ages. If the in- 
crease at the younger ages were all due 
to better detection and reporting, it would 
still leave most of the increase at the older 
ages unaccounted for, since it is difficult 
to see why physicians should be able to 
diagnose respiratory cancer very much 
better at the older ages than at the 
younger ages. 

4. The markedly higher death rates 
from respiratory cancer among white 
male Industrial policyholders as compared 
with those for white males in the general 
population cannot be explained in terms 
of the better diagnostic facilities in urban 
areas, since white female Industrial policy- 
holders residing in the same areas show 
respiratory cancer death rates substantial- 
ly the same as those for white females in 
the general population. The reasons for 
the higher death rates of white male In- 
dustrial policyholders must rather be 
sought in some environmental factors. 

5. The lower death rates from respira- 
tory cancer among white male Ordinary 
policyholders, who presumably have ac- 
cess to even better diagnostic facilities 
than Industrial policyholders or white 
males in the general population, also sug- 
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gest factors related to environment, occu- 
pation, and social class. The recent find- 
ings on the incidence of respiratory can- 
cer in the two highest social classes in 
England and Wales point to the same con- 
clusion. In this connection, it may be 
noted that several life insurance studies 
have indicated somewhat higher than aver- 
age mortality from respiratory cancer in 
such numerically important occupations 
as painters, roofers and slaters, carpen- 
ters and cabinet makers, coppersmiths 
and tinsmiths, and electricians. 

6. The geographic variations in respir- 
atory cancer mortality in the general pop- 
ulation likewise indicate that some envi- 
ronmental factors may be contributing 
to produce the higher death rates found in 
the most urbanized and industrial states. 
The high age-adjusted death rates in 
states such as Louisiana, Florida, and 
Nevada also appear to require explanation 
in terms of special factors. 

7. There is reasonably convincing sta- 
tistical evidence that a number of differ- 
ent factors may be implicated in the rise 
in the incidence of respiratory cancer. 
Adequate data are not available to show 
how much of the rise can be attributed to 
the effect of specific factors. 


SUMMARY 


The author presents statistical data, il- 
lustrated with charts and tables, on the 
death rates from cancer of the respiratory 
tract in the general population of the 
United States and among Industrial and 
Ordinary policyholders of the Metropoli- 
tan Life Insurance Company, comparing 
these rates with the death rates from other 
forms of cancer and correlating the evi- 
dence from the points of view of age, sex, 
race, region of residence, etc. Factors in 
the current increase of cancer of the re- 
spiratory tract are listed. 
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ZUSAMMENFASSUNG 


Der Verfasser legt an Hand von Kurven 
und Tabellen statistische Angaben iiber 
die Sterblichkeitsziffern des Krebses der 
Atmungsorgane innerhalb der allgemeinen 
Bevélkerung der Vereinigten Staaten und 
unter den Industriellen und Sonstigen Ver- 
sicherten der Metropolitan Life Insurance 
Company vor, vergleicht die Zahlen mit 
den Sterblichkeitsziffern bei anderen Ar- 
ten des Krebses und betrachtet ihre Be- 
ziehungen zum Alter, Geschlecht und zur 
Rasse des Patienten, zur Gegend des 
Wohnsitzes usw. Die Kaktoren, die beim 
heutigen Anstieg der MHaufigkeit des 
Krebses der Atmungsorgane eine Rolle 
spielen, werden angefiihrt. 


RESUME 


L’auteur présente des dates statistiques, 
illustrées par cartes et courbes, sur la 
mortalité par les cancers des voies respi- 
ratoires parmi la population entiére des 
Etats Unis et parmi la population, Indus- 
trielle et Ordinaire, assurée par la Métro- 
politan Life Insurance Comp. II] compare 
ces chiffres avec la mortalité par des autres 
formes de cancer, corrélativement d’aprés 
lage, sexe, région d’habitation etc. Des 
facteurs concernants l’augmentation pré- 
sente des cas de cancer respiratoir sont 
régistrés. 


RESUMEN 


El autor presenta una estadistica ilus- 
trada con cuadros, sobre el grado de mor- 
talidad del cAncer del aparato respiratorio 
en la poblacién general de los Estados 
Unidos de América y entre los asegurados 
Industriales y Comunes de la Metropolitan 
Life Insurance Company, comparando este 
grado, con el grado de mortalidad de otros 
canceres y relacionando la edad, sexo, raza, 
residencia, etc. Se ponen en unalista los 
factores que aumentan el cancer del apa- 
rato respiratorio. 
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SUMARIO 


O autor apresenta dados estatisticos, 
ilustrados com graficos e quadros, sdbre a 
mortalidade por cancer do tracto respi- 
ratério na populacaéo geral dos Estados 
Unidos e entre assegurados Industriais e 
Comun da Metropolitan Life Insurance 
Company, comparando essas taxas com as 
devidas a outras formas de cancer e cor- 
relacionando os dados sob os aspectos 
idade, sexo, raca, regido de residéncia, 
etc. Sao apresentados os fatores do au- 
mento atual do cancer do tracto respira- 
torio, 
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RIASSUNTO 


L’utore presenta e documenta con gra- 
fici e tavole i dati statistici relativi alla 
mortalita per cancro del polmone sulla 
popolazione generale degli Stati Uniti e 
fra assicurati della Metropolitan Life In- 
surance Company, nel departimento In- 
dustriale ed Ordinario li paragona con 
quelli relativi alla mortalita per cancri 
di altre sedi, in rapporto all’eta, al sesso, 
alla razza, alla provenienza ecc. Elenca, 
poi, i fattori responsabili dell’aumento dei 
carcinomi polmonari. 


Somewhere below all the explicit statements that a people makes through its 
art, religion, architecture, legislation, there is a dim mental region of intention of 
which it is very difficult to become aware. We now and then get a strong sense of 
its existence when we deal with the past, not by reason of its presence in the past 
but by reason of its absence. As we read the great formulated monuments of the 
past, we notice that we are reading them without the accompaniment of something 
that always goes along with the formulated monuments of the present. The voice 
of multifarious intention and activity is stilled, all the buzz of implication which 
always surrounds us in the present, coming to us from what never gets fully stated, 
coming in the tone of greetings and the tone of quarrels, in slang and humor and 


popular songs, in the way children play, in the gesture the waiter makes when he 


puts down the plate, in the nature of the very food we prefer. 

Some of the charm of the past consists of the quiet—the great distracting buzz 
of implication has stopped and we are left only with what has been fully phrased 
and precisely stated. And part of the melancholy of the past comes from our 
knowledge that the huge, unrecorded hum of implication was once there and left 
no trace—we feel that because it is evanescent it is especially human. We feel, 
too, that the truth of the great preserved monuments of the past does not fully 
appear without it. From letters and diaries, from the remote, unconscious corners 
of the great works themselves, we try to guess what the sound of the multifarious 


implication was and what it meant. 
—Trilling 
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ment of the stomach has been one of 

the great triumphs of operative treat- 
ment, and the story of this advance is a 
fascinating one. A discussion of problems 
in gastric surgery would, therefore, seem 
presumptuous, and I should not consider 
submitting this paper were it not for the 
fact that the anatomic and technical pit- 
falls are still not fully appreciated. There 
are still far too many serious complica- 
tions, immediate and late, following gas- 
trectomy.? 

Technically, gastric surgery is still one 
of the most difficult and dangerous types 
of abdominal surgery, and an inadequate 
appreciation of the variations and abnor- 
malities of this region is responsible for 
the increased mortality and morbidity 
rates. Obstruction at the proximal or dis- 
tal stoma is not an uncommon develop- 
ment after an operation, and this often 
contributes to the most serious complica- 
tion of all—perforated or blown-out duo- 
denal stump. Leakage and disruption of 
the duodenal stump still constitute by far 
the most frequent cause of death after 
gastric resection.'’” It is the principal haz- 
ard of the operation and one of the most 
feared complications, because of its high 
morbidity and mortality rates. If the pa- 
tient survives the disruption, a duodenal 
fistula makes its appearance and leads to 
endless suffering from uncontrollable ero- 
sion.” 


"[ xe progress made in surgical treat- 


*Senior Attending Surgeon, St. Francis Hospital; Consult- 
ing Surgeon, Bowne Memorial and Highland Hospitals. 
Submitted for publication March 17, 1954. 


Although this complication heads the 
list, statistics as to its prevalence are un- 
reliable, because surgeons are not dis- 
posed to advertise their errors. 

Moreover, loop obstructions after op- 
eration are not uncommon. The published 
reports of postgastrectomy complications 
have been reviewed by Wells and Mac- 
Phee,* who estimated the incidence of per- 
sistent proximal loop obstruction at 18 
per cent of gastrectomies of every type 
except the Billroth I, The severe type of 
proximal loop obstruction recently de- 
scribed by Quinn and Gifford‘ and illus- 
trated by the 2 additional cases here to be 
reported, is extremely serious and termi- 
nates fatally if not promptly recognized 
and treated by enteroanastomosis. This 
complication can occur days or years after 
the gastrectomy.’ It is usually due to the 
long proximal loop’s passing between the 
shortened mesentery of the distal loop 
and the transverse colon. Although it oc- 
curs more often after the antecolic, anti- 
peristaltic type of anastomosis,‘ it can 
follow the isoperistaltic anastomosis as 
well (see Figs. 4D and 8A). Yet a simple 
side-to-side anastomosis between the prox- 
imal and distal jejunal loops prevents and 
corrects this complication. 


REPORT OF CASES 


CASE 1.—A carpenter aged 68 was admitted 
to St. Francis Hospital at 4:30 p.m. on Jan. 
14, 1954, acutely ill, with severe pain in the 
upper part of the abdomen. The pain was 
more marked on the right side than on the 
left. He said that he had been well until 9 p.m. 
the day before, when he felt a sharp penetrat- 
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Fig. 1—Stomach; variations in form. (From Anson: Atlas of Human Anatomy, Philadelphia, W. B- 
Saunders Company, 1950, by permission of author and publisher,. 
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Fig 2.—Stomach; variations of position in descent toward pelvis. (Anson: Atlas of Human Anatomy). 


ing pain extending to the left side of the up- 
per part of the abdomen. He vomited once but 
did not notice the character of the vomitus. 
He had had a bowel movement the previous 
day but none on the day of admission. He was 
seen by a physician shortly after the initial 
attack. He was given a sedative and was hos- 
pitalized on the following day, during which 
the pain persisted and abdominal distention 
developed. There was a twenty-four hour in- 
terval between the onset of symptoms and the 
patient’s admission to the hospital. 

The past history was essentially irrelevant 
except for a history of chronic duodenal ul- 
cer, for which a subtotal gastric resection had 
been performed at the Memorial Hospital in 
New York City about six months earlier (July 
31, 1952). The records indicate that an ante- 
colic, antiperistaltic Hofmeister type of anas- 
tomosis was made. Recovery was uneventful; 
the patient was discharged improved on the 
eighteenth postoperative day and resumed his 
work. He stated that he was able to continue 
without interruption. On rare occasions he 
had a feeling of fullness and discomfort in the 
upper part of the abdomen, with a bitter taste 


in the mouth, and regurgitated small amounts 
of bile unmixed with food. He noted the afore- 
mentioned symptoms several months after the 
operation, but they were occasional and not 
severe enough to interfere with his work. Ex- 
cept for the occasional mild symptoms afore- 
described he had felt perfectly well and had 
worked regularly until the present admission 
to the hospital. 

Physical examination revealed a dry tongue, 
a temperature of 101 R., a pulse rate of 80 and 
a respiratory rate of 22. The blood pressure 
in millimeters of mercury was 115 systolic 
and 70 diastolic. The abdomen was greatly 
distended, the distention being greater on the 
left side of the upper part of the abdomen. A 
long subcostal transverse scar, well healed, in- 
dicated the site of the former gastrectomy. 
Pain, tenderness and rebound tenderness were 
present, especially in the left upper quadrant, 
where there was a palpable mass with no dis- 
tinct outline. The abdomen was silent. Rec- 
tal examination revealed no abnormality’ ex- 
cept moderate enlargement of the prostate. 

The patient was hydrated with 5 per cent 
dextrose in saline solution. A Levine tube was 
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inserted for continuous suction. Urinalysis and 
a blood count were obtained; the patient’s 
blood type was determined, and a scout film 
of the abdomen was taken. 

Roentgen Report (J. Sorrentino, M.D.).— 
A flat plate of the abdomen showed several 
loops of jejunum distended with gas and ap- 
parently fixed in the left upper quadrant. 
There were also loops of ileum, which were 
moderately distended with gas. There was no 
evidence of free air within the peritoneum or 
beneath either diaphragmatic leaflet. The 
left diaphragmatic leaflet was moderately ele- 
vated. 

The patient was operated on two and one- 
half hours after admission. General narcosis 
was employed. A left upper rectus muscle- 
splitting incision was made below the old 
transverse scar. The peritoneal cavity con- 
tained a large quantity of bloody, foul-smell- 
ing exudate, which was aspirated and cul- 
tured. A loop of jejunum about 18 inches 
(48.7 cm.) in length, black and gangrenous, 
was observed, involved in a torsion (Fig. 10). 
The torsion was at the base of the mesentery, 
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and the mesentery was highly edematous. The 
torsion in the gangrenous loop of jejunum was 
observed about 6 inches (15-cm.) below the 
former anastomosis. The involved loop was 
uncoiled and resected several inches proximal 
and distal to the area of infarction. An end- 
to-end anastomosis was performed (Fig. 11) 
with one outer layer of interrupted fine silk and 
one inner layer of No. 00 atraumatic chromic 
catgut. The mesentery was approximated with 
interrupted fine silk. Resection and anasto- 
mosis were carried out through viable bowel, 
and good pulsation was observed in the mesen- 
tery. The peritoneum was closed with No. 1 
continuous chromic catgut. Interrupted heavy 
silk retention sutures were next placed 1 inch 
(2.5 cm.) apart, embracing all the layers of 
the abdominal wall except the peritoneum. 
Fascia and musculature were approximated 
with interrupted No. 1 chromic catgut. The 
skin was approximated with interrupted fine 
silk. One penrose drain was inserted in the 
left subdiaphragmatic space. 

Pathologic Report.—Gross: This consisted 
of a resected jejunum measuring 45 cm. in 


Fig. 3.—Variations in transverse colon in order of descent toward pelvis, (Anson: Atlas of Human 


Anatomy). 
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length and presenting a very extensive red- 
dish-black discoloration, with gangrene of the 
intestine. The gangrene involved most of the 
specimen excepting the terminal 6 cm. and the 
proximal 4 cm., where the intestine had a 
more nearly normal appearance (Fig. 10). In 
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rhagic. In addition, the mucosal folds were 
either completely obliterated or flattened out. 
There was a sharp line of demarcation between 
the gangrenous area and the normal jejunum. 
No tumor mass was encountered anywhere in 
the involved intestinal segment. The blood 


Fig. 4.—Variations in great omentum. Note that it is better to remove the great omentum in 

gastric resection with antecolic anastomosis, since its blood supply is mainly from the right and left 

gastroepiploic arteries. It is devascularized with the ligation of these vessels. Moreover, when it is 
large and obese it produces mechanical difficulties. 


these areas the intestine measured 3 cm. in di- 
ameter, as compared with 5 cm. in the gangre- 
nous portion. On cut section the lumen of the 
intestine was filled with thick, red, foul-smell- 
ing blood. The entire wall of the gangrenous 
area was reddish black, thickened and hemor- 


vessels of the mesentery were tensely en- 
gorged. 

Microscopic: The wall of the small intestine 
was tremendously thickened, owing to an ex- 
tensive hemorrhage within its wall, involving 
all layers. The mucosal glands were still in- 
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Fig. 5.—Some of the various types of gastric resection. 
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Fig, 6.—A, different levels of transection of stomach. B, postgastrectomy obstruction of the distal 

stoma by excessive inversion. C, sketch showing that the level of the transection of the stomach 

does not determine the size of the outlet. The hp stoma, not the ring of the anastomosis, is the 
real outlet. 


tact and stained well. The submucosal portion 
was markedly hemorrhagic and edematous. 
The serosa revealed an intense engorgement 
by recent blood cells, and many of the venules 
were extremely dilated. There was no evi- 
dence of any intrinsic neoplasm of the intes- 


tine. ; 

A section taken through the terminal por- 
tions of the intestine presented a mild degree 
of hemorrhage and a normal histologic pat- 
tern. 

A section through the mesentery revealed 
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almost complete invasion by densely crowded 
red cells. The veins were tremendously en- 
gorged with blood, and the adjacent arteries 
showed a similar picture, but to a lesser de- 
gree. 

Diagnosis.—The pathologic diagnosis was 
torsion and gangrene of the jejunum (L. Fer- 
raro, pathologist). 

Postoperative Course.——Immediate postoper- 
ative management consisted of the Fowler po- 
sition, the withholding of anything given by 
mouth, the nasal administration of oxygen and 
continuous Levine tube suction. The patient 
was given 1 Gm. of streptomycin twice a day 
and 3,000,000 units of penicillin three +imes a 
day. On the following day he was given 500 
cc. of blood. Careful attention was given to 
the water and electrolyte balance. Recovery 
was uneventful; the patient was out of bed on 
the first postoperative day. The temperature 
and pulse rate receded to normal on the third 
postoperative day and remained normal until 
the patient’s discharge on Jan. 26, 1952, the 
eleventh postoperative day. Healing occurred 
per primam, and he remained well. 


Follow-Up.—On Feb. 7, 1955, the patient 
was in good health, with no dietary restric- 
tions, and was doing well at the age of 71. 

CASE 2.—A clothing merchant aged 57 was 
admitted to St. Francis Hospital on Sept. 13, 
1953, with a diagnosis of gastric ulcer. He 
recounted a long history of “stomach trou- 
ble.” More recently he had undergone addi- 
tional roentgen studies and a gastroscopic 
examination. The diagnosis of a gastric ulcer 
on the lesser curvature near the pylorus was 
established. 

The past history was essentially normal ex- 
cept for diabetes mellitus of fifteen years’ 
duration and a “coronary episode” with posi- 
tive electrocardiographic observations six 
months prior to admission. His optimum 
weight was 174 pounds (78.9 Kg.) ; his pres- 
ent weight, 159 pounds (72.1). His mother 
had died of carcinoma of the stomach at the 
age of 52. 

Physical examination gave essentially nor- 
mal results. 

Examination of the blood disclosed no ab- 
normalities. The diabetes was controlled. 

The patient’s general condition was as- 
sessed and he was prepared for operation. On 
September 15 an exploratory laparotomy was 
performed through a left upper paramedian 
incision. General abdominal exploration re- 
vealed no abnormality. The stomach revealed 
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Fig. 7A, mechanism of vicious circle. B, sketch 
showing how side-to-side anastomosis between 
proximal and distal loops corrects this. C, Post- 
gastrectomy compression of proximal loop by 
mesentery of distal loop. D, enteroanastomosis 
corrects the mechanical difficulty due to the mis- 
placed loops. Postoperative stomal obstruction 
is common, particularly in elderly debilitated pa- 
tients with long-standing obstruction and gastric 
atony. Enteroenterostomy at the time of opera- 
tion may be life-saving in such cases. In anterior 
gastroenterostomy for carcinoma, supplement the 
procedure with enteroanastomosis to prevent re- 
gurgitant vomiting from a distended proximal 
loop, as well as postoperative stomal obstruction. 
This precaution is advisable because emptying of 
the stomach is incomplete after an anterior gastro- 
enterostomy. 


a small circumscribed ulcer about 1 inch (2.5 
cm.) in diameter on the lesser curvature of 
the pylorus. Although the lesion was freely 
movable and did not extend through the peri- 
toneal coat, there was a suspicion of malig- 
nancy; therefore a high subtotal gastrectomy 
was performed. A portion of the gastro- 
hepatic and almost all of the greater omentum 
were removed with the stomach. An antecolic, 
antiperistaltic, Pélya type of anastomosis 
(distal loop to the greater curvature and prox- 
imal loop to the lesser) was made. The jejunal 
loop was brought up and attached to the stom- 
ach in the manner aforedescribed because it 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


appeared to lie easiest and most natural in 
this position. 

The pathologic diagnosis was primary car- 
cinoma of the stomach. 

The patient did well after the operation; 
the first eight days were uneventful. The 
Levine tube was removed on the third post- 
operative day, and oral feedings were well 
tolerated. Late on the eighth postoperative 
day the patient complained of abdominal dis- 
comfort. He became nauseated; abdominal 
pain with distention developed, and he regur- 
gitated gastric contents. A Levine tube was 
inserted. On the eleventh postoperative day 
the gastric retention and regurgitation be- 
came more persistent. The temperature rose 
to 101 F. and the pulse rate to 100. Eight 
hundred cc. of gastric contents was recovered 
through the Levine tube, and proved to be non- 
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bilious. A tender mass could be palpated in 
the right side of the abdomen. The abdomen 
was silent. A roentgenogram showed no evi- 
dence of obstruction or free air in the peri- 
toneal cavity. A diagnosis of obstruction of 
the proximal loop was made, and exploratory 
laparotomy was done. 

With the region under local anesthesia, a 
supraumbilical midline opening was made. 
The proximal loop was tremendously dilated 
and was compressing a collapsed proximal loop 
about 8 inches (20 cm.) below the gastric 
stump. A rapid side-to-side anastomosis be- 
tween the proximal and distal loops was per- 
formed, one outer layer of interrupted fine 
silk and one inner layer of No. 00 atrau- 
matic chromic catgut being utilized. A je- 
junostomy tube was well inserted in the dis- 
tal loop with a double purse string suture of 


Fig. 8.—Constricting power of the superior mesenteric vessels and the mesenteric attachment which 
crosses the last part of the duodenum. A tense mesentery compresses the duodenum against the ver- 
tebral column and can produce complete obstruction. Tension on the mesentery and the mesenteric 
vessels may be brought about by the drag of a heavy mobile cecum (A) or by loss of fat sufficient to 
permit the small bowel to drop into the pelvis. In rare cases. this tension is sufficient to obstruct 
the intestine at the ligament of Treitz and produce more or less marked obstruction, with dilatation 
of the duodenum. Note (A) how the distal loop can kink at the anastomosis and also obstruct the 
proximal loop by the drag and tension of the mesentery, even in an isoperistaltic anastomosis, En- 
teroanastomosis prevents this complication, 
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No. 00 atraumatic chromic catgut, for feed- 
ing (Fig. 12). 

The procedure was life saving. The patient 
gained rapidly in strength. The jejunostomy 
tube worked its way out on the ninth post- 
operative day, and the patient was tolerating 
a full diet. He felt well and was discharged 
on October 6, eleven days after the entero- 
enterostomy and jejunostomy. He continued 
to make excellent progress at home, gaining 
rapidly in weight and strength. 

Follow-Up (Feb. 15, 1955).—The patient 
was the picture of health and actively engaged 
in a large business. He was symptom free and 
had gained 24 pounds (10 Kg.). He had no 
dietary restrictions other than that for his 
diabetes, which was well controlled. 


Fig. 9. (Case 1).—Drawing showing torsion of 
the proximal loop with gangrene. Note how the 
proximal loop has passed under the shortened 
mesentery of the distal loop and twisted. 

The root of the small bowel mesentery runs an 
oblique line from the ligament of Treitz to the 
right lower quadrant of the abdomen. When the 
jejunum is attached to the stomach so that 
the distal loop is at the greater curvature and the 
proximal loop at the lesser (antiperistaltic), the 
mesentery of the distal loop becomes twisted 
about 185 degrees from this oblique line. The 
mesentery is shortened. The proximal loop, filled 
and distended with bile and pancreatic juice, can 
move in only one direction, i. e., to the left, under 

the shortened mesentery of the distal loop. 
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Fig. 10 (Case 1).—Photograph of resected 

loop. Gangrene of most of the specimen, the 

proximal 4 cm. and the terminal 6 cm. excepted. 

Note the sharp line of demarcation between the 

gangrenous and the normal bowel at the site of 

mesenteric constriction and torsion (see patho- 
logic report). 


Recent films taken on February 16, showed 
no abnormalities (Fig. 11). 


Although the long proximal loop can be 


avoided by the performance of a retrocolic 
anastomosis, there are other more serious 
complications associated with this type of 
anastomosis, especially after high resec- 


tions. The antecolic “hookup” is, there- 
fore, more commonly employed.® 

Subtotal gastrectomy is performed more 
and more nowadays by surgeons with 
varying degrees of training and experi- 
ence. And, while many attempts have been 
made in recent years to standardize the 
operation, the anatomic variations are so 
numerous that standardization is not 
likely (Figs. 1 to 5, inclusive). Stomal 
and loop obstructions are not uncommon 
developments despite technical perfec- 
tion.” 

One must admire the numerous tech- 
nics of gastric resection that have been de- 
vised since the Billroth I procedure (Fig. 
5). Each new operation was evidently de- 
signed to circumvent some mechanical dif- 
ficulty. The cycle is now complete, and 
many surgeons have returned to the Bill- 
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roth I. But, since it cannot be utilized in 
high resections, the type of gastric resec- 
tion most favored today is still the Pélya 
procedure or some modification of it. This 
brings in the problem of the closed prox- 
imal loop and the duodenal stump. 

There is, it seems, a deep-seated dissat- 
isfaction with the various types of “hook- 
ups.” Some good surgeons perform the 
antecolic anastomosis, others the poste- 
rior. Some attach the proximal loop to 
the lesser curvature and the distal to the 
greater (antiperistaltic); others attach 
the proximal loop to the greater curvature 
and the distal to the lesser (isoperistal- 
tic), and a third group attach the jejunal 
loop to the cut end of the stomach (either 
antiperistaltic or isoperistaltic, depending 
upon which position the jejunal loop lies 
easiest and most natural). Stomal and 
loop obstructions have resulted regardless 
of the technic employed." 


My: 
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Fig. 11.— Drawing showing resection with end- 

to-end anastomosis. Open anastomosis was per- 

formed with inner layer of gastrointestinal chro- 

mic catgut No. 00 and outer layer of interrupted 

fine silk. Interrupted fine silk used for mesentery. 

Good pulsation in mesentery, with free bleeding 
of ends ascertained prior to anastomosis. 
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Fig. 12 (Case 2).—Drawing showing operative 
findings and procedure at second operation. Ob- 
structed, distended, “waterlogged” proximal loop 
filled with bile and pancreatic juice, compressing 
distal loop. Note side-to-side anastomosis between 
distended proximal and collapsed distal loop. Note 
jejunostomy with catheter inserted well into the 
distal loop for feeding. 


It has been emphasized by surgeons of 
experience that’ reliable closure of the duo- 
denal stump cannot be guaranteed. Dis- 
ruption of the duodenal stump is not al- 
ways due to inadequate suture; it can be 
caused by rupture due to overdistention 
from obstruction and back pressure.’ 

The normal duodenal content of the 
bile, pancreatic juice and secretions of the 
duodenal mucosa is roughly about 1,500 
cc. in twenty-four hours. With this quan- 
tity of fluid pouring into the short or the 
long duodenal loop, sutured at one end and 
its exit interfered with at the other, dan- 
gerous distention and intraluminal pres- 
sure result. The effects of retention and 
distention of the duodenal or proximal 
loop has been emphasized by many sur- 
geons. Much has been written on the im- 
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portance of stagnant duodenal fluid in the 
genesis of postoperative complications.® 

Why not establish a supplementary en- 
teroanastomosis routinely after gastric 
resection ? 

Any procedure that helps lessen the in- 
cidence of proximal loop obstruction with 
its dangerous sequelae, is certainly worthy 
of consideration. Enteroenterostomy, first 
advocated by Braun and Jaboulay,® is sim- 
ple, speedy and safe. It prevents the fatal 
afferent closed loop obstruction and is a 
safeguard against excessive pressure on 
the duodenal stump. It does away with 
the prolonged use of nasal suction and all 
of its hazards.'* It is a wise prophylactic 
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procedure and is best done at the time of 
the initial operation. If the patient’s con- 
dition demands haste, a Murphy button 
can be used.*® Jf this procedure becomes 
necessary after the operation it is usually 
delayed too long. The reluctance of a sur- 
geon to reoperate on a patient who has 
just undergone a major surgical proced- 
ure is understandable. 

Such an additional anastomosis after a 
gastric resection of the Pélya or Hofmeis- 
ter type has a definite advantage and no 
proved disadvantage. The theoretical ob- 
jection that enteroenterostomy sidetracks 
the duodenal contents from the gastric 
stump is certainly not a valid reason for 
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Fig. 13.—Drawing showing mechanisms of proximal and distal loop obstruction. A, kinking and tor- 

sion at lesser curvature from short proximal loop. An obstructed proximal loop is produced. B, kink- 

ing and torsion of misplaced distal loop due to tension and rotation. This too produces a closed 

proximal loop syndrome. C, kinking and torsion at both stomas from unrelieved distention and ob- 

struction of proximal loop, Enteroanastomosis between the proximal and distal loops prevents and 
corrects this situation in A, B, and C. 
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Fig. 14 (Case 2).—Anteroposterior (left) and lateral (right) roentgenograms taken Feb. 10, 1955, 

one year and three months after the operation. Note small gastric remnant with good functioning 

stoma and slight dilatation of the distal (efferent) loop. The proximal loop and enteroanastomosis 

are not visualized. At the end of four hours all of the barium is within the small bowel, just en- 
tering the colon. 


its omission. It is worth noting, too, that 
large amounts of bile and pancreatic juice 
are not tolerated well in the stomach.’ 

Moreover, no one knows whether acid is 
the sine qua non it is supposed to be in the 
causation of ulcer. The “no acid, no ulcer” 
dictum first proclaimed by Schwarz more 
than forty years ago has recently been 
brought into question. Moreover, the fig- 
ures for gastric juice acidity after partial 
gastrectomy, with and without a short- 
circuiting anastomosis, are certainly not 
convincing.'! 

In fact, Starlinger’?? observed fewer 
marginal ulcers following the Billroth II 
or Pélya type of procedure with accom- 
panying anastomosis than without entero- 
anastomosis. He noted a 2.2 per cent 
incidence of marginal ulcers in 138 resec- 
tions without accompanying enteroanas- 
tomosis and a 0.5 per cent incidence in 


2,292 cases in which the Billroth II type 
of procedure was supplemented with en- 
teroanastomosis. One certainly cannot ig- 
nore these statistics. 

Dr. Rudolph Nissen wrote me as fol- 
lows, under Jan. 12, 1955: “For twenty 
years I have supplemented every gastro- 
enteroanastomosis with anteroanastomo- 
sis between the afferent and efferent loops, 
mainly in order to unburden the suture 
line of the duodenal stump. Our incidence 
of jejunal peptic ulcers’ has been 1.2 per 
cent, which compares favorably with the 
incidence of surgeons who oppose the per- 
formance of this additional anastomosis.” 


SUMMARY 


Much has been written about obstruc- 
tion of the outlet or distal loop after gas- 
trectomy. The complication of proximal 
or duodenal loop obstruction, however, has 
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received very little discussion; hence it is 
not generally known. While obstructions 
of the distal or efferent loop may be well 
tolerated by the patient for long periods 
with proper water and electrolyte bal- 
ance, obstructions of the proximal loop 
result in a closed loop or potentially stran- 
gulating obstruction and are poorly tol- 
erated. Patients in which this complica- 
tion develops can die of hyperthermia in 
thirty-six to seventy-two hours after the 
operation. The syndrome has been repro- 
duced experimentally by Dragstedt and 
his associates and by Wangensteen. This 
serious and often rapidly fatal complica- 
tion can be avoided. 

The proximal loop should not be too 
short to prevent kinking and rotation at 
the stoma. On the other hand, it should 
not be too long; for then it may become 
“waterlogged” with bile, pancreatic juice 
and duodenal secretions. The heavy dis- 
tended loop can thus kink at the stoma 
and also obstruct the proximal loop. Since 
it is almost impossible to estimate in every 
instance, the correct length of the proxi- 
mal loop and to avoid tensions and tor- 
sions at the stoma, a supplementary en- 
teroanastomosis should be_ established 
after the resection. 

Such an enteroanastomosis between the 
afferent and efferent jejunal loops is an 
added safeguard. If the patient’s condi- 
tion demands haste, a Murphy button can 
be used. The anastomosis serves the im- 
portant function of evacuating the proxi- 
mal loop, and it relieves pressure within 
the duodenum and on the duodenal stump. 
It is a useful but neglected procedure. 


ZUSAM MENFASSUNG 


Wiahrend die Obstruktion der abfiihren- 
den Diinndarmschlingen nach Magenre- 
sektion in der Literatur reichlich behand- 
elt worden ist, hat die Verstopfung der 
proximalen oder duodenalen Schlinge we- 
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nig Beachtung erfahren und ist daher 
nicht allgemein bekannt. Verschliisse der 
distalen oder absteigenden Schlinge kén- 
nen vom Kranken langere Zeit ohne 
Stérung des Wasserhaushalts und des 
Elektrolytengleichgewichts ertragen wer- 
den, Verstopfungen der proximalen Schlin- 
ge jedoch fiihren zum Abschluss der 
Schlinge oder zu einem médglicherweise 
strangulierenden Darmverschluss und 
werden sehr schlecht vertragen. Kranke, 
bei denen diese Komplikation auftritt, 
kénnen an Hyperthermie innerhalb von 36 
bis 72 Stunden nach der Operation sterben. 
Dragstedt und seine Mitarbeiter sowie 
Wangensteen haben diesen Symptomen- 
komplex experimentell nachgeahmt. Diese 
ernste und oft rasch tédlich verlaufende 
Komplikation kann vermieden werden. 

Die proximale Schlinge darf, wenn Ab- 
knickung oder Drehung am Stoma ver- 
mieden werden sollen, nicht zu kurz sein. 
Andererseits darf sie nicht zu lang sein, 
weil sie sonst mit Galle, Pankreassaft und 
Duodenalsekret iiberschwemmt werden 
kann. Eine solche schwere, erweiterte 
Schlinge kann sich dann am Stoma ab- 
knicken und zum Verschluss gelangen. Da 
es fast unméglich ist, in jedem Fall die 
richtige Linge der proximalen Schlinge 
abzuschatzen und Spannungen und Dre- 
hungen am Stoma zu vermeiden, sollte 
nach der Resektion eine zusatzliche Enter- 
oanastomose angelegt werden. 

Eine solche Enteroanastomose zwischen 
der zufiihrenden und abfiihrenden Diinn- 
darmschlinge ist ein zusatzliches Sicher- 
ungsverfahren. Wenn der Zustand des 
Kranken zur Eile Anlass gibt, kann ein 
Murphy-Knopf verwendet werden. Die 
Anastomose erfiillt die wichtige Aufgabe, 
die proximale Schlinge zu entleeren und 
behebt den Druck im Zwilffingerdarm und 
auf den Duodenalstumpf. Das Verfahren 
ist von Nutzen, wird aber oft ausser Acht 


gelassen. 
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RIASSUNTO 


Si é scritto molto sull’occlusione dell’an- 
astomosi e dell’ansa efferente dopo resezi- 
one gastrica, mentre si é data poca im- 
portanza alla stenosi dell’ansa afferente, 
tanto che essa é poco conosciuta, Mentre 
la prima puoé essere ben tollerata per lungo 
tempo purché si provveda al bilancio idri- 
co ed elettrolitico, l’occlusion dell’ansa af- 
ferente lo € molto meno perché porta alla 
formazione di u’nansa chiusa. I pazienti 
con questa affezione possono morire in 
ipertermia in 36-72 ore dopo l’intervanto. 
La sindrome é stata riprodotta sperimen- 
talmente da Dragstedt e collaboratori e 
da Wangensteen. Questa grave compli- 
canza deve essere evitata. L’ansa afferente 


non deve essere troppo brave per evitare. 


l’inginocchiamento e la rotazione della 
stomia; non deve essere, d’altra parte, 
troppo lunga per evitare il ristagno di 
liquidi, bile, secreti pancreatici e secreti 
duodenali. L’ansa distesa e appensantita 
pud, in questi casi, angolare la stomia e 
occludersi. Dacché é quasi impossibile, in 
ogni caso, valutare la corretta lunghezza 
cosi da evitare tensione e torsione della 
stomia, si deve eseguire una entero-enter- 
ostomia dopo la resezione. Tale anastomosi 
fra l’ansa afferente e l’efferente é un prov- 
vedimento di sicurezza. Se le condizioni 
del paziente lo richiedano, si potra usare 
un bottone di Murphy. L’anastomosi as- 
solve l’importante funzione di scaricare 
l’ansa afferente e di decomprimere il duo- 
deno e il moncone di affondamento. E’ un 
artificio utile ingiustamente trascurato. 


RESUMEN 


Se ha escrito mucho a-cerca de la ob- 
struccién del asa distal de la gastrectomia ; 
sin embargo la oclusién del asa proximal 
se ha tratado muy poco y generalmente se 
desconoce. En tanto que las primeras 
pueden ser bien toleradas por el paciente 
por periodos largos con balance acuoso y 
electrolitico apropiado, las segundas pro- 
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ducen una obstruccion en asa cerrada con 
posibilidades de estrangulacién, siendo 
mal toleradas. Los pacientes son esta com- 
plicaci6n pueden morir de hipertermia de 
las treinta y seis a setenta y dos horas 
después de la operacién, Este sindrome 
fué reproducido experimentalmente por 
Dragstedt y sus colaboradores y por 
Wangensteen. Esta complicacién grave 
puede evitarse. 

E] asa proximal no debe ser corta para 
prevenir la rotacién sobre el estoma o el 
acodamiento; tampoco debe ser muy larga 
ya que se carga debilis, jugo pancreatico 
y secresiones doudenales. Un asa pesada 
y distendida puede acodarse sobre el es- 
toma y producir una obstruccién. La que 
es casi imposible estimar en todos los casos 
la longitud correcta del asa proximal y 
evitar las torciones y tensiones sobre el 
estoma, debe establecerse después de la 
resecci6n una entero - enteroanastomosis 
complementaria. 

Este procedimiento es una medida de 
seguridad. Si la condicién del paciente lo 
requiere puede usarse un boton de Murphy; 
la anastomosis sirve para evacuar el asa 
proximal y libera la presién en el doudeno 
y su mufién; es un procedimiento util pero 
olvidado. 

SUMARIO 


Muito tem sido escrito sdbre a obstrucao 
da via de saida ou alca distal apés gastrec- 
tomia. A complicacao da obstrucao proxi- 
mal ou da alea duodenal, tem, contudo, 
recebido pouca discuss&o, nao sendo poris- 
so em geral conhecida. Enquanto que as 
obstrucées da alca distal ou eferente po- 
dem bem toleradas pelos pacientes por 
longos periodos, desde que se mantenha o 
equilibrio hidrico e electrolitico, as ob- 
strugdes da alca proximal resultam numa 
alca fechada ou obstrucaéo com estrangula- 
mento potencial, sendo mal toleradas. Os 
pacientes em que tal complicacao se desen- 
volve podem morrer de hipertemia dentro 
de 36 a 72 horas apés a operacéo. O 
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sindrome foi reproduzido experimental- 
mente por Dragstedt e colaboradores e 
por Wangensteen. Esta complicacaéo grave 
e muitas vézes rapidamente fatal, pode ser 
evitada. 

A alga proximal nao deve ser curta 
demais, para evitar-se a angulac&o e a ro- 
tagao ao nivel da boca, Por outro lado, 
nao deve ser demasiadamente longa, para 
nao ficar inundada de bile, suco pancréatico 
e secrecdes duodenais. A alca assim dis- 
tendida e pesada pode assim angular ao 
nivel da boca anastomética e obstruir a 
alca proximal. Visto ser quase impossivel 
calcular, em cada caso, 0 comprimento 
correto da alca proximal e evitar tensdes 
e torsdes ao nivel da boca, apos aresseccao, 
deve ser feita uma _ entero-anastomose 
suplementar. 

Uma entero-anastomose entre as alcas 
jejunais aferente e eferente é uma garan- 
tia adicional. Caso as condicées do pa- 


ciente exijam pressa pode ser usado um 


botao de Murphy. A anastomose desem- 
penha a importante funcaéo de evacuar a 
alca proximal, aliviando a pressao dentro 
do duodeno e no céto duodenal. Constitui 
processo util mas desprezado. 


RESUME 


On a écrit beaucoup de Il’obstruction de 
la sortie ou la partie distale de l’intestin 
suivant gastrectomie. Tout de méme on 
a discuté trés peu la complication de |’ob- 
struction proximale ou duodénale. Par 
cela elle n’est pas connue généralément. 
Le malade peut tolérer pendant longtemps 
Yobstruction du lacet distal, pourvu que 
bon soin est pris de la balance d’eau et 
d’électrolytes, tandis que l’obstruction du 
lacet proximal resulte en fermeture ou 
bien obstruction étrenglante et est mal 
toléree. Des malades auquels cette com- 
plication se développe, peuvent, mourir 
par l’hyperthermie pendant 36 a 72 heures 
aprés l’opération. Le syndrome a été re- 
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produit experimentellement par Dragstedt 
et ses associés et Wangenstein. On peut 
éviter cette complication sérieuse et sou- 
vent rapidement mortelle. 

Le lacet proximal ne doit étre trop 
court, pour éviter des plis et rotations au 
stoma. D’autre part il ne doit pas étre trop 
long pour ne pas devenir saturé de bile, 
de jus pancréatique et secretions duodén- 
ales. Alors le lacet fort étendu peut se 
plier au stoma et aussi barrer le lacet 
proximal. Puisque c’est presque impos- 
sible, d’estimer en chaque cas la longueur 
exacte du lacet proximal, et pour éviter les 
torsions au stoma, une entéro-anastomose 
supplémentaire devait étre établi aprés la 
resection. 

Une telle anastomose entre les lacets 
afférent et efférant est une protection ad- 
ditionelle. Si la condition du malade de- 
mande hate, on peut se servir d’un bouton 
Murphy. L’anastomose a la fonction impor- 
tante d’évacuer le lacet proximal et reléve 
la pression dans le duodenum et le tronc 
duodénal. C’est une procédure utile mais 
négligée. 
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The mark of the immature man is that he wants to die nobly for a cause, 


while the mark of the mature man is that he wants to live humbly for one. 


—Stekel 


To do a great and important work, two things are necessary—a definite plan, 


and not quite enough time. 


—Anonymous 





Luxation or Subluxation of the 


Carpometacarpal Joint of the Thumb 


MICHAEL BURMAN, M.D., D.A.B. (Orthopedics) 
NEW YORK CITY, NEW YORK 


pometacarpal joint of the thumb 

without fracture is apparently quite 
uncommon. The luxation may be trau- 
matic, occupational, paralytic or opera- 
tive. Habitual subluxation is emphasized 
in this paper. 

Traumatic Luxation or Subluxation. 
—The older literature was reviewed by 
Stimson in his still fine and scholarly text 
on fractures. Of 73 metacarpal disloca- 
tions in his statistics, almost all were dor- 
sal dislocations of the base of the first 
metacarpal bone. Habitual subluxation or 
luxation was not mentioned by him; nor 
did Scudder. Key and Conwell state that 
subluxation of the thumb’s metacarpal is 
rather common after frequently repeated 
trauma or as a result of weakness and de- 
bility, with operative intervention rarely 
needed. Watson-Jones discussed only Ben- 
nett’s fracture-dislocation of the thumb. 
Thus there is diversity of opinion on the 
frequency of luxation or subluxation, but 
the rarity of this type of luxation seems 
proved both by daily experience and by a 
review of the literature from 1941 
through January 1954. 

Sgrosso (1945) reported luxation of 
this joint in a boxing injury. The joint, 
once reduced, no longer luxated. In con- 
trast, in Slocum’s patient (1943) there de- 
veloped an early luxation of this joint soon 
after the fight in which it was dislocated. 
The traumatic dislocation in Egger’s case 
(1945) soon became recurrent. The not 


[tomers or subluxation of the car- 


From The Hospital for Joint Diseases, New York. 
Submitted for publication Oct. 14, 1954. 
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uncommon partial luxation of the joint in 
Bennett’s fracture, properly a fracture- 
dislocation, may become recurrent (Wah- 
ren, 1946). 

Dislocation is either volar or dorsal, the 
latter being more usual. Continued pain 
and weakness of grip indicate operation. 
The form of dislocation decides the type 
of operation. 

The operative approach to the carpomet- 
acarpal joint or to the greater multangu- 
lar bone is easiest when the thenar muscles 
are stripped volarly and ulnarly from the 
carpus and the first metacarpal bone. I 
used Bunnell’s incision which follows the 
volar and radial border of the first meta- 
carpal bone and curves proximally into the 
crease of the wrist. The stripping of the 


Fig. 1 (Case 3).—Preoperative photograph of 
left thumb, showing severe adduction contracture. 
This picture was taken on June 9, 1953. 
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Fig. 2.—Postoperative roentgenograms taken on March 17, 1954. These, especially the lateral view, 
revealed persistent dorsal luxation of the base of the first metacarpal bone after total capsulotomy of 
the carpometacarpal joint of the thumb. 


thenar muscles exposes the volar side of 
the joint. The dorsal aspect of the joint is 
carefully stripped of its tendons, care 
being taken not to cut the slender dorsal 
digital nerves. Identification of the base 
of the first metacarpal bone makes roent- 
genographic control unnecessary. 

A radial incision was used in Case 3. 
Gervis sponsored the operation of excision 
of the greater multangular bone, in cases 
of osteoarthritis of the carpometacarpal 
joint of the thumb, through a longitudinal 
dorsal incision paralleling the extensor 
brevis pollicis. Access is cramped and 
technically less easy than with the two 
former incisions. 

These classes of operations may be used: 

1. Plication of the redundant capsule. 

2. Reenforcement of the capsule by 
fascia (Michele and others) or free 
tendon graft passed through the justa- 


articular drill holes in the component 
bones of the joint or through the base of 
the first metacarpal bone. This is the 
prototype operation from which any 
modification may be derived. Bunnell 
drilled the base of the first metacarpal 
bone laterally and the greater multan- 
gular bone anteroposteriorly. The free 
tendon graft, a piece of the palmaris 
longus, was passed under the ridge of the 
greater multangular and the two bones 
lashed together. Operation overcame the 
dorsal dislocation. Eggers used the lateral 
half of the extensor carpi radialis longior 
tendon. Detached from its insertion, it 
was passed through drill holes in the base 
of the first metacarpal bone to correct dor- 
sal dislocation. The result ten months later 
was good, 

3. _ Tenodesis. Slocum threaded a piece 
of the tendon of the palmaris longus 
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Fig. 3.—Greater multangular bone resected to overcome the block to adduction. These roentgeno- 


grams were taken on May 21, 1954. 


dorsally placed base of the first metacarpal bone does not articulate with the scaphoid. 


Note the fixed volar position of the scaphoid. Hence the 


(Print 


reversed) 


through oblique drill holes in each bone of 
the joint. The holes met at the center of 
the joint. The principle is that of the 
Nicola operation. The patient returned to 
work as a cook in six weeks. The result 
was good as judged by a follow-up after 
eight months. Kestler used the extensor 
brevis pollicis, which, cut proximally to 
the joint, was passed through drill holes 
in each bone and then joined to itself after 
repair of the dorsal capsule. The patient 
returned to work in four weeks. The re- 
sult of operation was good. 

4. Transplantation of a tendon to pull 
in a direction opposite the direction of 
luxation. Wahren passed the tendon of 
the extensor carpi radialis longior under 
the thenar muscles. It was attached to the 
base of the first metacarpal bone volarly 
to overcome the volar luxation. Kestler 


suggested the use of the abductor longus 
pollicis in dorsal luxation, the sectioned 
tendon being passed through a drill hole in 
the greater multangular bone and sutured 
to itself proximally. 

5. Fusion of the joint. 

6. Excision of the greater multangular 
bone. 

The use of procedures 5 and 6 has not 
been recorded. 

Strain or habitual subluxation of the 
carpometacarpal joint is sometimes part 
of the syndrome of stenosing tendovagini- 
tis of the flexor carpi radialis tendon in 
the tunnel of the greater multangular 
bone. The following 2 cases (reported in 
the Bulletin of the Hospital for Joint 
Diseases) are summarized from the point 
of view of this study. 
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REPORT OF CASES 


CASE 1.—A woman 27 years old had suf- 
fered pain in the right wrist and hand since 
Aug. 22, 1952, when a brick fell several feet 
from a work table and struck the dorsum of 
the wrist. The operation, performed on Dec. 
12, released the sheath of the flexor carpi 
radialis tendon, stenotic in the tunnel. The 
thickened proximal midpart of the transverse 
carpal ligament was split. The first, second 
and third dorsal compartments of the wrist 
were examined. There was stenosis of the ab- 
ductor longus pollicis, and its sheath was split. 
The second dorsal compartment was normal, 
and the somewhat thickened sheath of the 
third dorsal compartment was split. The car- 
pometacarpal joint of the thumb contained an 
excess amount of fluid, but the curvature of 
the saddle surfaces was normal. 
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The patient was working on Oct. 9, 1953, 
but she still had some pain. Aside from the 
right hemisensory syndrome of conversion 
hysteria, there were no abnormal observations. 
The right grip measured 30 pounds (13.6 Kg.) 
and the left 60 pounds (27.2 Kg.). The case 
was closed by the State Department of Labor 
on Oct. 29, 1953, with no schedule loss. Her 
condition was unchanged on April 19, 1954. 

CASE 2.—The right thumb of a nurse 37 
years old was suddenly jerked back on Oct. 25, 
1951, by a patient whom she was helping into 
bed. The hand soon became weak, painful and 
numb. The tender carpometacarpal joint sub- 
luxuated volarly on extension of the thumb. 
When operation was done, on Oct. 29, 1952, 
the volar capsule of the joint was observed 
to be loose, redundant and a little thickened. 
When the capsule was opened, a little serous 
fluid escaped from the joint. The joint carti- 


Fig. 4.—Preoperative roentgenograms taken on March 26, 1952. The anteroposterior view discloses 

widening of the carpometacarpal joint space and a more volar position of the base of the first meta- 

carpal bone. The breaking of the distal and ulnar corner of the greater multangular bone is the 
sequel of repeated volar subluxation. The lateral view is not truly lateral. 
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Fig. 5.—Postoperative photographs taken on Aug. 18, 1952. The range of abduction and opposition 
of the right thumb is demonstrated. The hypertrophy of the right thenar muscles is seen best in the 
center picture. 


lage was normal, but there seemed to be a 
slight flattening of the convexity of the 
greater multangular bone. The joint was 


laced by the technic used in the fifth case. In 
addition, the proximal half of the thick trans- 
verse carpal ligament was resected and the 
thickened sheath of the first dorsal compart- 
ment split. 

On Dec. 16, 1953, the patient still complained 
of some pain in the carpometacarpal joint of 


the thumb. She had worked in a doctor’s of- 
fice but had given up her job two weeks before 
because typing and the giving of injections 
were very painful. The tender joint was stable 
and the movements free. The right grip meas- 
ured 50 pounds (22.7 Kg.) and the left 70 
pounds (31.8 Kg.). 

She was working again as a doctor’s assist- 
ant when the case was closed on March 8, 
1954, by the New York State Department of 
Labor, with a schedule disability of 12.5 per 
cent loss of use of the thumb. 

Operative Luxation of the Carpomet- 
acarpal Joint.—This sequel of total capsu- 
lotomy of the carpometacarpal joint of 
the thumb has not been previously de- 
scribed. Capsulotomy allows opposition of 
the thumb whose carpometacarpal joint is 
fixed, especially of the paralytic thumb, 
held dorsiflexed by the intact abductor 
pollicis longus (and yet adducted rather 
than abducted), or of the thumb held in 
adduction contracture. The needed cap- 
sulotomy is usually partial rather than 
total, for it is the volar and ulnar part of 
the joint that needs release. 


CASE 3.—Both hands of a Negro 33 years 
old were crushed in a machine on Dec. 12, 
1949. I saw him first on Oct. 14, 1952. Each 
thumb was held to the side of its index finger 
in severe adduction contracture, the contrac- 
ture of the left thumb being greater than that 
of the right because of scarring of the web 
and web muscles. The fingers of each hand 
showed the typical intrinsic contracture, for 
they were flexed at the metacarpophalangeal 
joints and extended at the interphalangeal 
joints. The release of the right thumb on 
April 27, 1953, was satisfactory. The adductor 
muscles were stripped from the first meta- 
carpal bone and the skin web lengthened by 
Z plasty. The correction of the finger deformi- 
ties—in the index finger by open section of 
the collateral extensor tendons at the level of 
the proximal joint, and the manipulation of 
the other fingers—is not here pertinent. 

The release of the left thumb (Fig. 1) on 
March 8, 1954, was much more difficult. The 
thumb, held to the side of the index finger, 
was dorsiflexed and ulnarly rotated by pull of 
its three oblique muscles, the abductor pollicis 
longus, the extensor pollicis brevis and the 
extensor pollicis longus. Even after release of 
the greatly scarred adductor muscle mass from 
the first and second metacarpal bones and 
lengthening of the skin web by Z plasty, the 
thumb could not be fully abducted or opposed. 
This was achieved only by complete capsulot- 
omy of the carpometacarpal joint, but then the 
base of the first metacarpal bone was luxated 
dorsally. The luxation was favored by the 
tight tendon of the extensor pollicis longus. 
After apparent reduction, the wound was 
closed. A small full thickness graft covered a 
dorsal defect in the wound. The thumb was 
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held in the functional position by plaster. 

Later roentgenograms revealed persistence 
of the luxation (Fig. 2), clinically verified when 
the plaster was removed about a week after 
operation. The thumb was held in abduction 
contracture, the block to adduction being the 
greater multangular bone. This bone was re- 
sected in toto (Fig. 3) on May 6, 1954, to allow 
full passive adduction. The cartilage of the 
saddle surface of the bone was fibrillized. 

The patient could abduct the thumb fully on 
May 21, 1954, but there was still some restric- 
tion to passive adduction due to tightness of 
the radial soft structures. Opposition was still 
incomplete. Probably the distal half of the 
scaphoid, or the whole bone, should have been 
excised at the last operation. 

(Case 3 has been reported from another 
aspect in the May 1954 issue of the Journal of 
the International College of Surgeons.) 

The reason for the dorsal luxation after 


complete capsulotomy of the thumb’s car- 
pometacarpal joint was the volar fixation, 
both of the greater multangular and scaph- 
oid bones in adduction. (As the normal 
thumb is abducted in the plane of the hand 
or opposed, both the greater multangular 
and scaphoid bones move with the first 
metacarpal bone. There is only relative 
fixation of the greater multangular bone 
in movement of the thumb.) 

Paralytic Subluxation of the Carpo- 
metacarpal Joint.—This joint may sub- 
luxate volarly when the intact 3 oblique 
muscles of the thumb pull it into dorsiflex- 
ion, given the loss of the thenar muscles. 

CASE 4. (From the service of Dr. Henry 
Milch). — A boy had infantile paralysis in 
1931 when he was 2 years old, the dominant 


Fig. 6.—Roentgenograms taken on June 7, 1954, illustrating the end phase of frictional osteoarthritis 

of the carpometacarpal joint of the right thumb, the site of dominant handedness and use. The sad- 

dle surfaces have been ground flat. There is a joint body at the insertion of the abductor longus 

pollicis. At rest, there is a volar position of the metacarpal base; yet its dorsal subluxation took 
place on opposition. The beak of the greater multangular bone is prominent. 
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sequela of the illness being incomplete paraly- 
sis of the left upper extremity. In 1935 the 
left shoulder was fused. In 1937 the patient’s 
inability to oppose the thumb made capsulot- 
omy of its carpometacarpal joint necessary, 
preliminary to the Bunnell operation, which 
used the sublimis flexor of the ring finger as 
the transplant and the flexor carpi ulnaris as 
the motor. On March 18, 1948, the patient 
could oppose the thumb to the little finger, 
even though the thumb, held hyperextended by 
its three dorsal oblique muscles, showed for- 
ward subluxation of the base of the first meta- 
carpal bone, especially when he abducted the 
thumb. The wrist was ulnarly deviated about 
30 degrees by paralysis of the radial extensors. 

Operation on March 22, 1948, the need of 
which was much debated by the staff, aimed to 
correct the ulnar deviation of the wrist and 
the volar subluxation of the first metacarpal 
bone at the same time. A radial incision 4 


my 
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inches (10 cm.) long extended from the lower 
part of the radius to the middle of the first 
metacarpal bone. Single drill holes were made, 
each through the styloid process of the radius, 
the greater multangular bone and the base of 
the first metacarpal bone. A heavy braided 
silk strand was passed through the drill holes 
in the styloid process and greater multangular 
bone, and the silk was tied tightly enough to 
overcome the ulnar deviation of the wrist. The 
silk was then carried through the drill holes 
in the greater multangular and first metacar- 
pal bones and tied snugly on the volar side of 
the carpometacarpal joint. After suture of the 
wound, the thumb was held in plaster in the 
functional position. 

The follow-up of this patient was inade- 
quate, and it has not been possible to find him 
for check-up examination. My final clinic note 
of May 18, 1948, stated that the forward luxa- 
tion of the carpometacarpal joint had been 


Fig. 7.—Postoperative anteroposterior and lateral roentgenograms taken on July 1, 1954. The greater 
multangular bone has been excised, and the flat base of the first metacarpal bone articulates with 
the scaphoid. 
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Fig. 8.—Photograph of the excised greater 
multangular. 


well corrected. There was some recurrence of 
the adduction deformity of the wrist, pre- 
operatively postulated. He could oppose the 
thumb to the radial side of the little finger. 

Occupational Subluxation of the Car- 
pometacarpal Joint of the Thumb.—Two 
cases are given, one illustrating the early 
stage of the consequential frictional osteo- 
arthritis, the other the late stage. 

CASE 5.—A right-handed jeweler 33 years 
old was seen on March 26, 1952. In filing gold 
or platinum, he gripped the handle of the file 
firmly between the opposed right thumb and 
the straight index finger. He had done this 
five hours a day for six years. He had felt 
pain at the base of his right thumb in the past 
five or six months, especially when he opposed 
it. The carpometacarpal joint sometimes 
clicked. The hand felt weak, especially in the 
pinch of the thumb and index finger. He 
worked in constant discomfort. 

The thenar muscles of the right hand were 
large and powerful, far greater in bulk than 
I have ever seen them. On extension of the 
thumb the carpometacarpal joint grated and 
subluxated volarly, returning to place on op- 
position (Fig. 4). This subluxation took place 
only in simultaneous hyperextension of the 
metacarpophalangeal joint (10 to 20 degrees) 
when the metacarpal head subluxated volarly. 
The patient had noted this latter subluxation 
since childhood. Upon restraint of hyperex- 
tension of the metacarpophalangeal joint, the 
carpometacarpal joint could not be subluxated. 
The thenar muscles tightened as he made this 
“crooked” movement of the thumb. The ex- 
tensor pollicis longus rode ulnarly in the com- 
bined subluxation and lost its normal promi- 
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nence in the medial border of the snuffbox. 
The tendon rode radially on opposition. The 
left hand, with which he held gold rings, 
showed a lesser hypertrophy of the thenar 
muscles and comparable but slight subluxation 
in the carpometacarpal and metacarpophalan- 
geal joints. 

The persistence of pain and weakness de- 
spite rest, heat, massage and whirlpool baths 
and the intermittent use of a leather gauntlet 
made operation necessary on June 20, 1952. 
The incision began at the metacarpophalan- 
geal joint and ran along the radial and volar 
border of the first metacarpal bone to the 
wrist, where it curved ulnarly into the crease 
of the wrist. The thenar muscles were strip- 
ped from the metacarpal bone and the loose 
volar capsule of the carpometacarpal joint ex- 
posed. Through oblique drill channels in each 
component bone of the joint there was threaded 
a piece of the palmaris longus tendon about 
2% inches (5.7 cm.) long. The tendon ends 
were sutured volarly to the capsule and to 
each other with black silk under tension as 
the thumb was held somewhat opposed. The 
thumb was immobilized in plaster in this po- 
sition for sixteen days. 

When the plaster was removed, on July 7, 
the wounds were healed and the carpometa- 


Fig. 9.—Drawing of the saddle surface of the 
greater multangular bone. The saddle point, in- 
dicated by the heavy dot, is the center of rotation, 
An arc of an incomplete circle can be drawn on 
this hyperbolic surface. This represents the 
ergode path of least effort, which a corresponding 
point on the base of the first metacarpal bone 
traces on the greater multangular bone. 
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carpal joint stable. Qn November 12 the pa- 
tient could oppose and abduct the thumb fully 
(Fig. 5), but the tightness of the joint made 
full opposition a little difficult. The joint 
creaked a little when he tightened the thenar 
muscles. At first he lost the ability to hyper- 
extend the metacarpophalangeal joint of the 
thumb, but later this was again evident to a 
lesser degree in the movement of abduction- 
extension. 

The man stated that he could not work be- 
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cause of continuing pain in the operatively 
treated joint and weakness of the thumb. In 
addition to periods of physical therapy, the 
carpometacarpal joint of the thumb was in- 
jected with procaine and the thumb manipu- 
lated through a full range of motion on March 
12, 1953. On April 8, 1953, when the patient 
was last seen, passive abduction and opposi- 
tion of the thumb were complete, but active 
opposition was slightly restricted. The some- 
what tender joint grated on motion. There 








Abb. 2. Das iibliche Schema eines Sattelgelenkes. 
Abb. 3. Kegelgelenk (Schwenkgelenk). 
Abb. 4. Modifiziertes Kegelgelenk (Halfte eines einschaligen Rotationshyperboloides). 
Abb. 5. Einschaliges Rotationshyperboloid (halb), in das Carpo-Netacarpalgelenk [ 
eingezeichnet. 


Fig. 10.—Reproduction of Bausenhardt’s Figure 5. His legend is as follows: “Rotation hyperboloid 

of one sheet (half) drawn on the first carpometacarpal joint.” The trumpet-shaped figure on which 

the first metacarpal bone rides is a surface of negative curvature called a pseudosphere. The path 
traced in space by the thumb is part of a sphere, according to this drawing. 
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was still about 10 to 15 degrees of hyperex- 
tension of the metacarpophalangeal joint 
(Fig. 6). 


CASE 6.—A right-handed man 70 years old 
consulted me on June 7, 1954, for numbness 
of the thumb, index and middle fingers of the 
right hand and sharp pain in the hand, exacer- 
bated nocturnally and radiating proximally to 
the shoulder. He worked as a buffer of tables, 
work which he had done ten hours a day for 
six or more years. The circular electric brush 
he used in back and forth movement was about 
1% to 2 feet (4.8 to 5 cm.) in diameter. His 
right forearm turned suddenly into supination 
and the dorsum of the hand struck a table top 
as he held the brush some time in September 
1958. He sought no medical care until Christ- 
mas of that year, when he stopped working 
and was unrelieved by the heat lamp treat- 
ments given him by his physician up to March 
15, 1954. 

The ridged base of the first metacarpal bone 
subluxated dorsally in opposition, a movement 
allowed to the radial side of the little finger 
but with incomplete rotation of the thumb. 
The very tender carpometacarpal joint reduced 
itself with a painful grating and grinding in 
abduction-extension of the thumb. The spread 
of the right thumb was an inch (2.5 cm.) less 
than the spread of the left thumb. The nor- 
mal carpometacarpal joint of the left thumb 
allowed opposition to the ulnar side of the 
little finger. (The common osteoarthritis of 
the carpometacarpal joint of the thumb, domi- 
nantly observed in women in the postmeno- 
pausal years, is usually bilateral and often 
greater on the side of handedness, an illness 
giving fixation of the joint rather than sub- 
luxation.) 

The volar carpal ligament was exquisitely 
tender. There was some atrophy of the oppo- 
nens muscle and numbness of the thumb, in- 
dex and middle fingers. Sharp tenderness was 
likewise noted over the flexor carpi radialis 
tendon where it enters the tunnel of the 
greater multangular bone. Motions of the 
wrist were restricted in volar flexion and in 
abduction. There was also nonstenosing tendo- 
vaginitis of the first, second, third and fifth 
dorsal compartments of the wrist and of the 
flexor pollicis longus at the site usual for 
stenosis. The right grip measured 34 pounds 
(15.4 Kg.) and the left 63 pounds (19.5 Kg). 

The summation of examination indicated 
that he was suffering from the syndrome of 
the flexor carpi radialis, with dominant dis- 
ability both in the carpometacarpal joint of 
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the thumb and in the carpal tunnel. 

Roentgenograms (Fig. 6) disclosed severe 
osteoarthritis of the carpometacarpal joint of 
the thumb. The articular surfaces of each 
bone, ground down by his work, were flattened. 

The operation, performed on June 17, con- 
firmed the physical observations. The sheath 
of the flexor carpi radialis, stenotic and 
scarred, where it entered the tunnel of the 
greater multangular bone, was split. The 
somewhat thickened, inelastic volar carpal 
ligament was split to expose the underlying 
compressed median nerve. By the operation’s 
end the nerve was full again. The greater 
multangular bone was excised, a difficult pro- 
cedure by reason of the fixation of the bone. 
The volar capsular ligament was greatly 
thickened, and a flat, oval, pea-sized joint body 
was observed in this part of the joint. Osteo- 
arthritic ridging had converted the saddle 
surface of the bone into a flattened biconcave 
structure. The joint cartilage about the saddle 
point was brownish and of good texture. 

After the operation (Figs. 7 and 8) there 
was moderate swelling of the hand, which 
subsided gradually under elastic bandage sup- 
port, elevation of the hand and two stellate 
ganglion blocks. On Feb. 21, 1955, the patient 
was able to oppose the thumb to the radial 
side of the little finger, though with a little 
loss of its rotation. He made a good fist. The 
right grip measured 44 pounds (20 Kg.) and 
the left 64 pounds (29 Kg.). The hand was 
held in slight ulnar deviation. The only tend- 
er spot overlay Lister’s tubercle. The thumb 
and index finger were less numb. 

This is a terminal example of occupa- 
tional subluxation of the carpometacarpal 
joint of the thumb, the rubbing of the 
articular surfaces reducing the saddle 
surfaces, more or less, to matching osteo- 
arthritic planes. The trauma made symp- 
tomatic the antecedent occupational osteo- 
arthritis of the carpometacarpal joint of 
the thumb. The sudden dorsiflexion of the 
wrist in supination of the forearm 
stretched the median nerve over the sharp 
proximal edge of the thickened, inelastic 


transverse carpal ligament. 


COMMENT 


The Force Mechanisms and the Three 
Classes of Subluxation and Luzxation.—In 
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Fig. 11.—Photographs of each excised greater multangular. 
A normal left greater multangular emphasizes the changes in each osteo- 


and the left to his left. 
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The right bone is to the reader’s right 


arthritic companion bone. The great circumferential ridge of bone encroached upon the saddle sur- 
face, making it small and biconcave. There is a of the saddle point and the small area 
about it. 


opposition, the base of the first metacarpal 
bone moves dorsally; in abduction-exten- 
sion its base moves volarly. Subluxation 
or luxation follows the physiologic path. 
In the first class, a sudden forced move- 
ment in abduction-extension of the thumb 
results in volar subluxation or luxation, 
easiest when the thenar muscles are pal- 
sied. Conversely, a movement in opposi- 
tion, sustained, repeated, or sudden as by 
a blow with the clenched fist, causes dorsal 
subluxation or luxation. The bony block 
to volar subluxation is the distal and ulnar 
beak of the greater multangular bone. 
The bony block to dorsal dislocation is the 
volar hook of the base of the first meta- 
carpal bone. 

There is a more complex second class of 
subluxation or luxation in which the first 
metacarpal bone is thrust forward or 
backward as a whole. No example of the 
latter has been seen, but it is a situation 
theoretically possible in the intrinsic de- 
formity of the thumb in which the first 
metacarpal bone is abducted, the metacar- 
pophalangeal joint flexed and the inter- 
phalangeal joint extended. Dorsal sublux- 
ation of the metacarpal head consequent 
on the intrinsic position of the thumb has 
to be associated with dorsal subluxation 
of the metacarpal base by abductor pull. 
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Case 5 is an example of the volar thrust 
of the whole first metacarpal bone. The 
great hypertrophy of the thenar muscles 
was occupationally induced by the repeated 
and sustained steadying movements the 
patient used in his work. The first meta- 
carpal bone was pulled volarly as a whole 
by the thenar muscles, for the simulta- 
neous habitual volar subluxation of the 
carpometacarpal and metacarpophalangeal 
joints equaled the forward thrust of this 
bone. First, there was volar subluxation 
of the metacarpal head by the hyperexten- 
sion facility of the thumb he had learned 
in childhood. Then came the thenar mus- 
cle hypertrophy which in the steadying 
position pulled the whole first metacarpal 
bone volarly. Finally, laxity of the thin 
and loose volar capsule of the carpometa- 
carpal joint allowed forward subluxation 
of the first metacarpal bone only in simul- 
taneous subluxation of the metacarpopha- 
langeal joint. Isolated volar subluxation 
of the metacarpal head can only negate 
volar subluxation of the metacarpal base, 
for forward movement of the head de- 
mands backward movement of the base, 
and conversely. The movement of opposi- 
tion reduced the volar subluxation of the 
metacarpal base since the base moved dor- 
sally and the head volarly. The tight lac- 
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ing of the carpometacarpal joint at first 
overcame the subluxation of the metacar- 
pophalangeal joint, since the two joints 
are paired (the second rule of paired joint 
motion). Yet recurrence of luxation of 
the metacarpal head could not cause re- 
currence of the volar subluxation of the 
operatively restrained metacarpal base. 

The third class of subluxation or luxa- 
tion is operatively created. In Case 3 the 
mandatory route for luxation was dorsal, 
the block of the greater multangular bone, 
volarly fixed and adducted, precluding 
volar luxation. 

The Shape of the Greater Multangular 
Bone and How the First Metacarpal Bone 
Moves on It. — The result of the tendon 
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lacing of the carpometacarpal joint of the 
thumb in Case 5 indicated that either the 
operation was technically improper or 
that, if the operation were proper, there 
was some abnormality of fit within the 
joint itself that created pain. 

It is necessary, then, to know something 
of the mechanics of this saddle joint. The 
articular surface of the greater multangu- 
lar bone is convex from front to back and 
concave from side to side. Reciprocally, 


the rider of the saddle, the first metacarpal 
bone, has its articular surface convex from 
side to side and concave from front to 
back. (Fig. 9). 

Abduction and adduction take place on 
the concavity of the greater multangular 


Fig. 12.—A, anteroposterior roentgenogram of a normal right thumb shows the concavoconvex pro- 


file of the saddle joint. 


Compare the corresponding roentgenogram of the skeletal parts of the joint. 


The distal ulnar beak of the greater multangular bone is the bony block to volar subluxation or 


luxation of the first metacarpal bone. 


B, lateral roentgenogram, revealing the convexoconcave profile 


of the joint both in the skeletal specimen and in a living right thumb. 
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bone. The lesser radius of curvature the 
reciprocal of the radius) of the articular 
convexity of the first metacarpal bone 
(12.5 mm.) assures joint contact with the 
concave surface of the greater multangu- 
lar bone (radius of curvature, 18 mm.) 
without deformation of joint cartilage or 
ypening of the joint space. Conversely, 
he rotary movement of opposition, whose 
nagnitude is 30 degrees, is favored by the 
smaller radius of curvature of the convex- 
ty of the greater multangular bone (8 
nm. as compared with 12.5 mm. for the 
netacarpal). The ulnar part of the con- 
vexity of the greater multangular bone is 
more curved than the radial part or the 
relatively wide and flattened volar part. 
‘The rolling motion is especially important 
in the beginning of opposition. On further 
volar flexion, there then appears during 
abduction the plane surface type of joint 
closure in the volar radial quadrant in a 
moon-shaped field. Now the motion be- 
comes a fairly pure gliding motion” (Bau- 
senhardt). The differences in the radii of 
curvature are not too pronounced, and 
there is more terminal planar movement 
in opposition. The rotation itself prevents 
the volar beak of the metacarpal bone from 
striking the beak of the greater multangu- 
lar bone. (Corollary to this is the roent- 
genologic observation of lipping of the 
beak of the greater multangular bone in 
osteoarthritis and in volar subluxation, 
indicative of incomplete rotation of the 
thumb in opposition. Bausenhardt states 
that the shape of the joint surface approx- 
imates a hyperboloid of one sheet.) 


The non-Euclidean geometric events 
that take place on the saddle surface have 
been well described by MacConaill. I have 
summarized and interpreted his observa- 
tions, adding some comments of my own. 
A saddle or hyperbolic surface is like a 
mountain pass. The highest point of the 
pass to the climber is the saddle point, for 
before and behind him the terrain falls. 
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And yet it is the lowest point of the pass 
as he looks to each side where the land 
rises. It is a surface of negative curva- 
ture, for sections by two mutually perpen- 
dicular planes leave traces that are convex 
in one plane and concave in the other. 
Comparable sections of an ovoid surface, 
a surface of positive curvature, leave con- 
vex (or concave) traces in each plane. The 
events of Euclidean geometry take place 
in a plane, a surface of zero curvature. 
The traces are the straight lines as we 
ordinarily understand them. 

Rotary movement, such as opposition, is 
conveniently studied by the analysis of 
diadochal or successive movement and by 
analysis of the intraarticular displace- 
ment of one bone on the other which al- 
lows rotation (the rolling and sliding 
movement of Bausenhardt). 

In diadochal movement the limb 
moved in a succession of three steps, rota- 
tion of 90 degrees occurring in the second 
step, which takes place in the horizontal 
plane. The rotation is maintained as the 
limb is brought back to its starting point 
or near it. Diadochal movement of the 
shoulder illustrates this conjunct rotation, 
conjunct because it is conjoined to the 
movement in succession. The straight arm, 
hanging naturally, is brought forward to 
90 degrees. No rotation takes place, and 
the palm of the hand faces the side of the 
body. From this position the arm is moved 
laterally 90 degrees in the horizontal plane. 
It is then that rotation takes place and the 
palm faces forward. When the arm is 
brought to the side in the third step, the 
conjunct external rotation is kept. The 
same thing holds true for the thumb. With 
the arm at the side of the body, the thumb 
lies in the sagittal plane. From the side of 
the index finger, it is abducted in the 
sagittal plane. Brought forward in the 
horizontal plane, it undergoes rotation of 
90 degrees. This rotation is shown by the 
change in direction of a line perpendicular 


is 
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Fig. 13.—Anteroposterior and near lateral roentgenograms taken on Sept. 24, 1952. The drill holes 

in each bone are seen best in the lateral view. The convexity of the articular surface of the greater 

multangular is a little flattened in the lateral view. There is narrowing of the joint space in the 
anteroposterior view. 


to the nail plane. The rotation is un- 
changed when the thumb is carried near 
to the side of the index finger. 

The moving thumb, opposed to the little 
finger, or abducted from it, describes a 
geometric figure in space which, in my 
opinion, is half of a cone. Bausenhardt 
drew the figure in space made by the roll- 
ing and sliding of the metacarpal bone on 
the greater multangular bone as part of a 
sphere (Fig. 10). 


The conjunct rotation of a limb or part 
of a limb (rotation of a straight rod) that 
follows on successive movements is pos- 
sible in any joint, or even a stable neo- 
arthrosis that has universal motion or 
quasi-universal motion, as in the carpo- 
metacarpal joint of the thumb. (A stable 
neoarthrosis maintains the pattern of 
movement characteristic of the quondam 
joint if the muscles powering the joint are 
intact.) Diadochal rotation, then, is not 
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fully informative of the nature of the 
joint, whether sellar or ovoid. Restraint 
to diadochal rotation of the straight rod 
means torsion, the point of twist being the 
point which is the center of motion of the 
joint. Diadochal movement demands con- 
scious effort and is in use replaced by the 
unconscious easy movement of loxodromic 
circumduction, a one-step or monodal 
movement. 


On the surface of a sphere a loxodrome 
is the path that cuts its meridians, the 
straight line of a sphere, at a constant an- 
gle. This is the rhumb line, or course of 
constant bearing of the sailor. On a plane 
the loxodrome is a logarithmic or equian- 
gular spiral. Radii from its pole intersect 
the curve at a constant angle. In either 
case, the loxodrome is a circle when the 
angle is 90 degrees. 

Since neither diadochal nor loxodromic 
movements tell anything of the intrinsic 
nature of the joint except that it allows 
universal or quasi-universal rotation, anal- 
ysis of intraarticular displacement is 
needed. The path of a point on the moving 
bone in the close-packed or synarthrodial 
position of the joint (the deformability of 
articular cartilage and constant articular 
congruence being denied) is traced on the 
surface of the fixed bone of the joint. No 
joint surface is flat, and in general it is 
either ovoid or sellar. Articular surfaces 
are not surfaces of revolution, those geo- 
metric figures of analytic geometry formed 
by the rotation of a plane curve about a 
principal coordinate axis (Walmsley’s 
law). The displacement of a point on the 
articular surface of the first metacarpal 
bone as it moves on the surface of the 
greater multangular bone showed that it 
took place along the loxodromic are rather 
than along the geodesic chord or shortest 
distance between two points. The center 
of the circle of which the arc is a part is 
the saddle point or near it. (Bausenhardt 
does not believe in a uniform center of mo- 
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tion, because of the differences of the radii 
of curvature of the curved joint surfaces.) 
The moving point underwent a rotation 
whose sense or direction was opposite to 
the rotary movement of the thumb as a 
whole. This monodal conjunct rotation 
was always more efficient on a sellar sur- 
face than on an ovoid surface, for the cur- 
vature of comparable arcs of equal length 
is greater on a sellar surface than on an 
ovoid surface. The energy expended in 
traveling this path is less for a sellar sur- 
face and the conjunct rotation greater. 
The habitual effort movement of opposi- 
tion followed lines of equal anatomic cur- 
vature (isocurs). Isocurs represent paths 
of minimal shear and hence of minimal 
work (ergodes). 


MacConaill stated that the detail of sur- 
gical repair takes significance from shape. 
Successful arthroplasty of the carpometa- 
carpal joint is not negated by lack of an 
operatively created hyperbolic surface, 
since conjunct rotation is still achieved. 


Opposition will be easier if the saddle sur- 
face is reconstructed. The not uncommon 
failure of capsulotomy of the carpometa- 
carpal joint of the thumb to allow easy 
opposition is due to the fact that the dor- 
soulnar part of the joint is opened as a 


hinge. (The naturally short ulnar liga- 
ment of the joint acts as a hinge.) When 
the thumb is opposed, the metacarpal bone 
cannot turn as it should about the saddle 
point of the greater multangular bone as 
the center of motion. The hinging of the 
joint was strikingly demonstrated opera- 
tively on June 11, 1954 when, after an 
adductor release of the thumb, the tight 
volar and ulnar part of the capsule of the 
carpometacarpal joint was cut, The dorsal 
joint space opened as much as % inch 
(0.9 cm.) as the thumb was brought into 
the functional position, the movement be- 
ing more angulation of the moving meta- 
carpal bone on its saddle rather than rota- 
tion. 
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My opinion was that the loss of the 
saddle surface of the thumb took place in 
the habitual luxation in Case 5. One of 
three forms is possible. Form A: The sad- 
dle surface of the base of the first meta- 
carpal bone was made biconcave or flat. 
Form B: The same thing happened to the 
surface of the greater multangular bone. 
Form C: Both surfaces have become bi- 
concave or flat. The second event seemed 
more likely, since the greater multangular 
bone is the relatively fixed bone of the 
joint. 

Form B is nicely shown in Figure 11. The 
greater multangular bone of each thumb 
of a woman 61 years old was excised on 
Jan. 20, 1954. She had severe pain in each 
osteoarthritic carpometacarpal joint. Op- 


position of each thumb was full, but there’ 


was incomplete rotation of the left thumb. 
The osteoarthritic ridges made the surface 
of the greater multangular bone bicon- 
cave. Encroaching upon the joint surface, 
the circumferential ridging left intact only 
a small area about the saddle point. The 
significant observation was the integrity 
of the saddle point, indicating that this 
point does not lie on the path of an ergode 
but is rather the center of motion. 


Motion of each thumb wes quickly re- 
stored, and the thumbs regained almost 
full and easy diadochal and loxodromic ro- 
tation in opposition despite the neoarthro- 
sis (April 1954). 

The statements as to change of shape 
may be verified either by direct inspection 
of the joint at operation or by roentgeno- 
graphic examination. The postulates were 
developed post hoc in Case 5 and before 
the patient in Case 6 was seen, so that here 
only the roentgen method can be used. The 
anteroposterior view of the saddle joint is 
taken in the position of Robert (Lasserre 
and others). Holly tilts the hand 37 de- 
grees to achieve an anteroposterior view. 
The lateral view is taken with the later- 
ally abducted thumb on the film, the ele- 
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vated fingers resting on a support and the 
forearm pronated. A lateral view of the 
thumb abducted forward results in ap- 
parent dislocation of the metacarpal bone. 
The joint contours are concavoconvex in 
the anteroposterior view and convexocon- 
cave in the lateral view. The interpreta- 
tion of views not truly anteroposterior or 
lateral is tricky and deceiving (Figs. 8a 
and 8b). 

The roentgenograms of each saddle 
joint of the patient in Case 5 revealed flat- 
tening of the convexity of the greater 
multangular bone in the lateral view (Fig. 
13). The final cause of persistent pain in 
Case 5 lay in the acquired loss of the sad- 
dle surface of the greater multangular 
bone through occupational friction (fric- 
tional arthritis in a joint whose ergode 
parts were abnormal). The end phase of 
illness is given in Case 6, in which both 
saddle surfaces have been rubbed flat. 


SUMMARY 


The forms of the subluxation or luxa- 
tion of the carpometacarpal joint of the 
thumb, both of which are uncommon, are 
traumatic, paralytic, operative or occupa- 
tional. 

Study of the force causing subluxation 
or luxation indicates three classes of force. 
The first follows the physiologic path of 
the movement of the first metacarpal bone 
in opposition or abduction. The second is 
consequent on the volar or dorsal thrust 
of the metacarpal bone as a whole. The 
third depends on operative release of the 
carpometacarpal joint of the thumb by to- 
tal capsulotomy. Types of operation are 
mentioned, of which the most significant 
is the lacing of the joint. When this method 
fails, mechanical and roentgenographic 
analysis indicates change in the shape of 
the greater multangular bone, so that the 
saddle point of the rider bone is not con- 
gruent with the saddle point of the saddle 
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bone. Frictional arthritis is thus the dom- 
inant sequel of occupational subluxation, 
for the saddle point is the center of rota- 
tion of the carpometacarpal joint of the 
thumb. In this event, or in the presence 
of volar fixation in adduction of the great- 
er multangular bone in fixed adduction 
contracture of the thumb, excision of the 
greater multangular bone is advised rather 
than fusion of the joint. 


ZUSAM MENFASSUNG 


Subluxationen oder Luxationen des 
Karpometakarpalgelenks sind nicht haeu- 
fig und beruhen entweder auf Trauma, 
Laehmung, chirurgischem Eingriff oder 
Berufsschaedigung. 

Eine Untersuchung des zur Subluxation 
oder Luxation fuehrenden Mechanismus 
ergibt, dass drei Arten von Krafteinwir- 
kung eine Rolle spielen. Die erste Kraf- 
teinwirkung verfolgt den physiologischen 
Weg der Berwegung des ersten Metakar- 
pus in Opposition oder Abduktion. Die 
zweite ist das Resultat einer volaren oder 
dorsalen Stosswirkung auf den Metakar- 
pus im ganzen. Die dritte ist eine Folge 
chirurgischer Freilegung des Karpometa- 
karpalgelenks des Daumens bei totaler 
Kapseleroeffnung. Es werden Methoden 
der operativen Behandlung angefuehrt, 
deren wichtigste die Festschnuerung des 
Gelenks ist. Beim Versagen dieses Ver- 
fahrens ergibt die klinische und roentge- 
nologische Untersuchung eine Veraen- 
derung der Form des Multangulum majus 
in der art, dass die Sattelpunkte der bei- 
den aufeinander reitenden Knochen nicht 
kongruent sind. Daher ist die Reibungs- 
arthritis die wesentliche Folgeerscheinung 
der durch Berufsschaedigung zustande- 
kommenden Suzluxation, weil ja der Sat- 
telpunkt das Zentrum der Rotation des 
Karpometakarpalgelenks des Daumens bil- 
det. In diesem Fall, oder auch wenn das 
Multangulum majus-bei fixierter Adduk- 
tionskontraktur des Daumens—in Adduk- 
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tion volar fixiert ist, ist die Entfernung 
des Multangulum majus einer Fusion des 
Gelenks vorzuziehen. 


SUMARIO 


As formas de subluxacao ou luxacao da 
articulagéo carpometacarpica do polegar, 
ambas raras, sao traumatica, paralitica, 
operatoria ou profissional. 

O estudo da forca que provoca a luxacao 
ou a subluxacaéo indica trés classes de 
forca. A primeira segue a via fisiol6égica 
do movimento do primeiro osso metacar- 
piano em oposicao ou abducéo. A segunda 
é conseqiiente 4 impulsao palmar ou dorsal 
do osso metacarpiano como um todo. A 
terceira depende da libertacéo pdésopera- 
téria da articulacéo carpo-metacarpica do 
polegar pela capsulotomia total. Sao men- 
cionados os tipos de operacao, das quais a 
de maior significacao é a de entrelacamen- 
to do articulagéo. Quando éste método 
falha a analise mecanica e radiografica 
indica alteracao na forma do osso trapézio, 
de maneira que a sela do metacarpiano nao 
coincide com a sela do trapézio. A artrite 
funcional torna-se entéo a seqiiela domi- 
nante da subluxacéo profissional pois a 
sela é o centro de rotacéo da articulacao 
carpo-metacarpica do polegar. Neste caso 
ou na presenca de fixacéo palmar em adu- 
cao do polegar, é mais aconselhada a extir- 
pacdo do trapézio do que a fusao da arti- 
culacao. 

RESUMEN 


Las formas de subluxacién o luxacion de 
la articulacién carpometacarpal del pul- 
gar, que son comunes, son traumaticas, 
operatorias u ocupacionales. 

E] estudio de la fuerza productora de la 
subluxaci6én o luxacién indica tres formas. 
La primera sigue el camino fisiolégico del 
movimiento del primer hueso metacarpal 
en oposicién o abduccién. El] segundo es 
por consiguiente sobre la parte palmar o 
dorsal del hueso metacarpal como un todo. 
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E] tercero depende de la liberacién opera- 
toria carpometacarpal del pulgar por cap- 
sulotomia total. Se mencionan tipos de 
operacién, siendo el mas significativo el de 
enlazamiento de la articulacién. Cuando 
falla el anadlisis mecanico y roentgenogra- 
fico indica cambios en la forma del hueso 
grande. Una artritis por friccién es la 
secuela dominante de la subluxacién ocu- 
pacional. Cuando esto sucede o en pres- 
sencia de fijacién palmar en adduccién del 
hueso grande en contractura aductora del 
pulgar, se aconseja la excisién del hueso 
grande mas que la fusién articular. 


RIASSUNTO 


Le lussazioni e sublussazioni dell’arti- 


colazione carpo-metacarpica del pollice,. 


ambedue rare, sono d’origine traumatica, 
paralitica, operatoria e professionale. Le 
sollicitazioni che producono una lussazione 
o una sub-lussazione risultano apparte- 
nenti a tre classi. La prima segue la dire- 
zione fisiologica del movimento del primo 
metacarpale in opposizione o in abduzione, 
La seconda consegue a traumi portati sulla 
faccia volare o dorsale del metacarpale. 
La terza é in relazione ad una discontinua- 
zione chirurgica dell’articolazione carpo- 
metacarpale dipendente da una capsuloto- 
mia. Vengono indicati i principali metodi 
di cura chirurgica, le ragioni che ne cau- 
sano l’insuccesso ed i relativi consigli tera- 
peutici. 
RESUME 


La luxation et la subluxation de l’articu- 
lation carpo-métacarpienne du pouce, tou- 
tes deux rares, sont d’origine traumatique, 
paralytique, opératoire et professionnelle. 

Elles sont provoquées par trois catégo- 
ries de force: La premiére suit le trajet 
physiologique due mouvement du premier 
métacarpien en opposition ou en abduc- 
tion; la deuxiéme est due a la poussée pal- 
maire ou dorsale du métacarpien dans son 
ensemble; la troisiéme, de la libération 
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opératoire de l’articulation carpo-métacar- 
pienne du pouce par capsulotomie totale. 
Diverses techniques opératoires sont men- 
tionnées, parmi lesquelles la plus impor- 
tante est le “lacing” de l’articulation. 
Lorsque cette méthode échoue, les exam- 
ens mécaniques et radiologiques indiquent 
une modification de la configuration du 
grand os (comme |’os des muscles adduc- 
teurs observé chez les cavaliers). L’arth- 
rite par friction est donc la séquelle domi- 
nante de la subluxation professionnelle, 
car le centre de rotation est dans |’articu- 
lation carpo-métacarpienne du_ pouce. 
Dans cette éventualité, ou en présence 
d’une fixation palmaire en adduction du 
grand os en position de contracture (ad- 
duction) du pouce, il est conseillé de re- 
courir de préférence a |’excision du grand 
os, plutét qu’a l’ankylose de !’articulation. 
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Of qualities of the heart that a surgeon must possess the first is humility. The 


great surgeon is humble by nature, because the things he has done count for him 


as very little in comparison with the great mass of the things that yet remain to be 


done. He is slow to criticise others, yet tolerant of those who criticise him. He has 


an instinctive love of his fellow men, a sympathy that considers each case as a 


personal problem requiring individual treatment, a human understanding that can 


interpret the patient’s halting story in terms of the sorrows, hopes, and fears that 
the words conceal. Because of his humility and human kindness he is approachable 
to his juniors. He must have courage to undertake the desperate risk and, having 
failed, to study why he failed and undertake it again. He must be prepared to face 
unpopularity and even failure in the pursuit of what he believes to be right, to meet 


cemsure and ignore it if he knows it to be unfounded. 


—Ogilvie 





Hypospadias: 


Its Anatomic and Therapeutic Considerations 
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spadiac penis is now a commonplace 
procedure that utilizes simple tech- 
nics. It is no longer the exclusive con- 
cern of the specialist. The problem of re- 
pair can be divided into two parts: (1) 


Tm successful repair of the hypo- 
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Fig. 1.—Anatomic aspects of the hypospadiac penis: 


the proper correction of the chordee and 
(2) the method of performing urethro- 
plasty. The former depends upon under- 
standing of the anatomic character of the 
hypospadiac penis. 

Anatomic Nature of the Hypospadiac 
Penis.—The literature on the repair of 
hypospadias reflects misunderstanding 
about the true anatomic aspects of this 
abnormality. Almost every author stresses 


Corpora cavernosa 


Ft 


~>-CoPpus 
Spo ni osum 


A, shaft laid bare, chordee ‘reduced; normal 


corpus spongiosum occupying midline; B, cross section of proximal shaft showing corpora cavernosa 
and corpus spongiosum with urethra external to it; the urethra is attached to the spongiosum by 
two fibrous bands; fibrous connective tissue occupies crevices where the corpora meet; C, cross sec- 
tion distal to hypospadiac orifice. The corpus spongiosum is present and not fibrosed; D, spongiosum 


absent at times; a light band of connective tissue lies between the two corpora cavernosa. 


(From 


Smith, Journal of Urology, 1948.) 
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Fig. 2.—First stage (Blair). Typical deformity 
showing chordee, abnormally placed meatus, and 
hooded dorsal foreskin. Dotted lines indicate incis- 
ion. (From Smith and Blackfield, Surgery, 1952.) 


Fig. 3.—Circumferential incision (A) just proxi- 
mal to corona. (B) foreskin is dissected from 
the shaft. This skin can be freed quite easily, in 
contradistinction to the skin just distal to the 
abnormal orifice. Note that all flaps are handled 
by small double hooks. The use of small scissors 
for this dissection is suggested. (From Smith 
and Blackfield, Journal of Urology, 1948.) 
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the fact that the major cause of the chor- 
dee is the fibrosed, contracted, rudiment- 
ary corpus spongiosum. Their illustrations 
usually portray a heavy band of midline 
scar tissue being resected from the penile 
shaft. This is a misconception. 


Fig. 4.—Incision carried proximally on ventrum 
surrounding meatus. At times it is necessary to 
extend it proximal to the meatus; if so, a con- 
siderable cuff of skin should be left about the 
meatus so that suture lines do not encroach too 
closely upon it; if they did so, meatal stricture 
might result. The skin is dissected widely off the 
shaft. The skin distal to the meatus is thin and 
plastered to the underlying corpora. This is the 
major cause of the chordee. Small fibrous bands 
are occasionally present between the corpus spon- 
giosum and the cavernosa (see Fig. 1C). These 
should be divided or resected. (From Smith and 
Blackfield, Journal of Urology, 1948.) 


With few exceptions, the corpus spongi- 
osum is perfectly normal (Fig. 1). The 
urethra proximal to the abnormal orifice 
is obviously subcutaneous and lies exter- 
nal to the spongiosum. Where it leaves 
the spongy body I do not yet know. The 
urethra is attached to it by two bands of 
fibrous tissue about 2 mm. apart. These 
bands must be divided if it seems neces- 
sary to move the orifice proximally in 
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Fig. 5.—Elongation of ventrum has been obtained, 
It may be necessary to free the distal portion of 
the urethra from the corpus and shift it pos- 
teriorly to complete the correction of the chordee. 
This is done by slipping a small pair of scissors 
down behind the urethra and then spreading 
them. This will develop two fibrous bands which 
anchor the urethra to the spongiosum (see Fig. 
1B). They must be divided. 

Blackfield, Journal of Urology, 1948.) 


Fig. 6.—A, area of ventrum thus increased re- 
quires more skin for cover. This is obtained by 
separating a double fold of foreskin, thereby con- 
verting it into single layer. This flap is split 
down the midline 2 to 3 cm. so that A and B 
meet at the frenum without constricting the 
shaft. If more skin is needed, the dorsal incision 
is deepened. The tips of A and B should be 
excised; their blood supply is often impaired. B, 
adjacent skin edges sutured as in circumcision. 
(From Smith and errs Journal of Urology, 
1948. 


order to reduce the chordee completely. 

At times the corpus spongiosum is ab- 
sent, in which case the urethra lies di- 
rectly on the cavernosa; however, I have 
seen significant fibrous tissue occupying 
the midline in only 3 instances, and these 
were in older boys with penoscrotal or 
perineal hypospadias. 


(From Smith and- 
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Minor bands of fibrous tissue occupy the 
crevices between the cavernosa and the 
spongiosum. Division of these bands may 
reduce the chordee somewhat, but the ma- 
jor correction depends upon freeing the 
skin from the corpora distal to the orifice. 
Since the skin at this point lacks sub- 
cutaneous tissue, it is adherent to the 


A. ano : 


& 


Fig. 7.—Ventrolateral skin closed, Dorsal flaps 

A and B are now on ventrum. Note relative pos- 

terior displacement of meatus due to elongation 

of corpora. (From Smith and Blackfield, Journal 
of Urology, 1948.) 


shaft. Sharp dissection is necessary. The 
distal portion of the urethra and the over- 
lying skin may be tissue-paper thin; it 
must be split down to a point where nor- 
mal subcutaneous tissue is encountered. 
The need for this procedure is surpris- 
ingly common. 


Correction of the Chordee.—Since it is 
clear that the ventral penile shaft must be 
denuded of skin if the chordee is to be 
corrected, only those methods which ac- 
complish this are adequate. The Duplay 
(Heinecke-Mikulicz) operation must 
therefore be condemned. Not only does it 
fail to free the skin completely from the 
shaft, but the longitudinal closure of the 
transverse incision gains length at the ex- 
pense of the circumference. 

The following two technics solve this 
problem admirably. Both use the redun- 
dant foreskin as a cover for the ventrum, 
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whose area becomes significantly in- 
creased when the shaft is straightened. 
Since the foreskin is resilient and hair- 
less, it is quite suitable for incorporation 
in the urethroplasty later. 


1. Method of Blair: The dorsal fore- 
skin is split down the midline, and each 
flap is swung onto the ventrum. I have 
used this method in all of my cases (Figs. 
2-7). 

2. Method of Nesbit-Ombrédanne: Nes- 
bit has adapted a principle described by 
Ombrédanne for moving preputial skin 
onto the ventrum. A transverse incision is 
made in the center of the flap of skin, and 
the glans is slipped through it. The skin 
distal to this point covers the ventrum. It 
is an excellent procedure. 

The Urethroplasty: Two basic methods 
of performing urethroplasty have proved 
superior to other technics currently in 
use. 

1. The urethroplasty accomplished by 


burying a relatively narrow strip of ven- 
tral penile integument was first described 
by Duplay in 1880 and was later adopted 
as the procedure of choice by Marion. 
More recently it has been both modified 
and popularized by Denis Browne. The 


Ni 
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Fig. 8.—Wehrbein scrotal tube pedicle. The width 
of the flap is equal to at least one-half the cir- 
cumference of the penis and should be marked 
out when there is no traction on the scrotum. A 
tube too small in diameter is worthless. The 
proximal ends of the incisions should extend to 
the level of the meatus if it is at the penoscrotal 
junction. If the meatus is on the shaft, the tube 
should terminate at the penoscrotal junction. Its 
length should exceed the distance from the meatus 
to the glans. (From Smith and Blackfield, Sur- 
gery, 1952.) 


strip of skin is covered by the broadly 
approximated lateral skin edges so that 
about half of the urethral channel is made 
up of subcutaneous tissue, which gradu- 
ally epithelializes to form a complete 
urethra. It is a two-stage procedure. 

2. By the second method, the new 
urethra, a complete tube, is formed from 
a wide flap of ventral penile skin. Since 


7 


Fig. 9.—A, skin dissected from the scrotum with scissors. The catheter should be placed at this time 

so that the urethra will not be accidentally injured. B, formation of the tube pedicle. Zeroform 

gauze is applied to the incisions and a pressure dressing is applied with the penis in the dorsal po- 

sition. The dressing and catheter are removed in 5 days, (From Smith and Blackfield, Surgery, 
1952. 
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Fig. 10.—Second stage (Duplay-Wehrbein). A, a U-shaped incision is made. The width of this flap 
should equal two-fifths to one-half the circumference of the penis, thus furnishing a urethra of wide 
caliber. A small catheter is placed in the bladder. B, and C, urethra formed with Lembert sutures 
of No. 0000 ureteral gut on atraumatic needles. Care is taken to invert the edges of the skin. The 
urethra in the region of the abnormal meatus should be further reinforced with a second suture layer 


for fistula sometimes develops here. 


this procedure leaves most of the ventrum 
denuded, a scrotal flap is used as a re- 
placement cover. 


In all of my cases I have madea complete 
urethra composed of ventral penile and 
transplanted preputial skin. The forma- 
tion of the urethra uses about two-fifths 
of the circumference of the penis and 
results in a channel of such caliber that 
dilations are not required during the post- 
operative period. This procedure, of 


(From Smith and Blackfield, Surgery, 1952.) 


course, necessitates a skin cover from 
elsewhere. Scrotal integument is used, since 
it is close at hand and has the required 
resiliency. When this method is used, 
juxtaposition of suture lines and tension 
are circumvented. The following pro- 
cedures have been satisfactory: 

a. Blair outlines a flap of scrotal skin, 
to which he sutures the cutaneous edges 
of the penis. His technic requires a third 
stage for separation of the flap from the 
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scrotum and is more complicated than the 
others discussed here. Earlier, I com- 
pleted 18 operations satisfactorily in this 
manner. 

b. Cecil’s method is based on similar 
principles, except that he raises a flap on 
either side of the scrotum to serve as cover 
for the new urethra. Again, a third opera- 
tion is necessary to free the flaps from 
the scrotum. Culp has reported remark- 
able success with this procedure. 

c. Wehrbein was able to reduce the en- 
tire repair to two stages by preparing a 
tube pedicle on the scrotum at the time of 
the operation to correct the chordee (Figs. 
8 and 9). After the urethra has been 
constructed (Fig. 10), the tube is divided 
from the scrotum distally; it is then 
opened on its anterior surface and swung 
into place (Fig. 11). 

My experience with this procedure con- 
sists of 51 cases in which the operation 
has been completed. The incidence of fis- 
tulas in the series was 14 per cent. Six 
boys had 1 fistula each and another had 
22, all of which were successfully closed. 


SMITH: HYPOSPADIAS 


In addition, another 11 boys have under- 
gone the first stage of repair. In an earlier 
series of 18 boys, hypospadias was cor- 
rected by the method of Blair, whose prin- 
ciples are similar. This brings the total 
number of treated patients to 69. 


I prefer to correct the chordee when 
the boy is 18 months old and to complete 
the repair before he reaches school age. 
Early correction protects the child from 
psychic trauma. Further, it relieves the 
anxieties and feelings of guilt on the part 
of the parents, who cannot but feel that 
something they did in the past has visited 
this affliction upon their son. If the child 
is operated upon at a later age, an inter- 
val of at least three and preferably six 
months should separate the two stages. 
This interim insures adequate circulation 
in the scrotal tube pedicle. 


This experience, as well as that of oth- 
ers, makes it obvious that the operations 
of Wehrbein, Cecil, and Duplay-Marion 
(Denis Browne) are yielding impressive 
results. The repair of the hypospadiac 
penis is no longer a problem. 


Fig. 11.—A, distal end of tube divided. A cleavage plane is formed down its core from the penile 
end and the tube is opened. If the meatus is on the shaft, the proximal penile skin is incised in the 
midline and this incision is extended into the tube. B, flap hinged at penoscrotal junction, placed on 
ventrum and sutured to adjacent penile skin. There is no juxtaposition of urethral suture line and 
that of covering skin. Pressure dressing is applied with penis in dorsal position, Catheter and 


(From Smith and Blackfield, Surgery, 1952.) 
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dressings are removed eight days later. 
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SUMMARY 


The author states that successful repair 
of hypospadias is no longer a serious prob- 
lem. It depends upon (a) proper correc- 
tion of the chordee and (b) the method of 
performing urethroplasty. His own tech- 
nic is described. He prefers to correct the 
chordee when the boy is 18 months old and 
to complete the repair before he reaches 
school age. 


ZUSAMMENFASSUNG 


Der Verfasser behauptet, dass eine er- 
folgreiche Korrektur der Hypospadie des 
Penis kein schweres Problem mehr dar- 
stellt. Der Erfolg beruht auf a) einer 
sorgfaltigen Behebung der Kriimmung 
und b) auf dem Verfahren der Harnrohr- 
enplastik. Der Verfasser beschreibt seine 
eigene Technik. Er bevorzugt die Korrek- 
tur der Kriimmung zu einer Zeit, wenn der 
Patient 18 Monate alt ist, und vollendet 
die Operation, bevor das Schulalter er- 
reicht ist. 

RESUME 


L’auteur constateque le succés dans 
l’opération de l’hypospadie du penis n’est 
plus un probléme sérieux. I] depend de a) 
correction exacte de la cordée et b) métho- 
de de l’uroplastie. Il décrit sa propre 
méthode. II] préfére de corriger la chordée 
a l’Age de 18 mois du garcon et de com- 
pléter la plastique avant ou’il atteigne 
lage d’école. 


RIASSUNTO 


L’autore ritiene che la cura radicale 
dell’ipospadia sia un problema pressoché 
risolto. Essa dipende: 1) dal corretto 
trattamento della corda; 2) dal metodo 
dell’uretroplastica. Egli descrive una tec- 
nica personale, che comporta un tratta- 
mento precoce della corda, quando il bam- 
bino ha 10 mesi e il completamento della 
terapia prima dei 6 anni. 


JULY, 1955 
RESUMEN 


El] autor considera que ya no es un 
problema el reparar con éxito las hipospa- 
dias del pene; lo cual depende de (a) 
Correcién adecuada del frenillo y (b) ure- 
troplastia. Describe su propia técnica, El] 
prefiere corregir el frenillo cuando el nifio 
tiene diez y ocho meses y completar la re- 
construccién antes de la edad escolar. 


SUMARIO 


O autor afirma que a correcéo com 
sucesso da hipospadia do penis nao mais 
constitui problema. Depende de (a) cor- 
recao adequada da zona de fibrose e (b) 
método de se fazer a uretroplastia. Des- 
creve sua técnica pessoal. Prefere tratar 
a regiao de fibrose quando o paciente tem 
18 meses e completar o tratamento ainda 
em idade pré-escolar. 
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Hypospadias, 


Though we seem grieved at the shortness of life in general, we are wishing 


every period of it at an end. The minor longs to be at age, then to be a man of 


business, then to make up an estate, then to arrive at honors, then to retire. 


—Addison 


Life in itself is neither good nor evil: it is the scene of good or evil, as you 


make it; and if you have lived a long day, you have seen all. One day is equal 


and like all other days; there is no other light, no other night. This very sun, this 


moon, these very stars, this very order and revolution of things, are all the same 


your ancestors enjoyed, and that shall also entertain your posterity. 


—Montaigne 





Rare Laie of the Rectum and Colon 


GUY L. KRATZER, M.D., F.A.C.S., F.1.C.S., F.A.P.S. 
ALLENTOWN, PENNSYLVANIA 


STATISTICAL study of 4,000 proc- 
A tologic patients has been made to 

determine the incidence of unusual 
diseases of the rectum and colon. It is easy 
to list the problems involved in the com- 
mon diseases, such as hemorrhoids, fis- 
sure, fistula, colitis, polyps and the usual 
forms of cancer, but such investigation is 
less valuable than is a study of the lesions 
less frequently diagnosed. 

It is not suggested that this review of a 
certain segment of private practice has 
produced typical case histories of all the 
less common proctologic diseases. It is 
doubtful that 4,000 cases are sufficient to 
make an exhaustive study possible. 

Each year a new disease entity is de- 
scribed. This means that physicians are 
constantly improving their methods of ex- 


From the Department of Proctology, Allentown General 
Hospital. 
Submitted for publication Feb. 19, 1955. 


amination. The incidence of rarer diseases 
is in direct proportion to the thoroughness 
of the technic of diagnosis. Diagnostic 
skill varies directly with training and ex- 
perience. 

The technic of diagnosis and treatment 
is not described. A number of these le- 
sions were discovered by careful palpation. 
Early submucosal and subcutaneous nod- 
ules are discovered only in this manner 
and cannot be diagnosed by proctosig- 
moidoscopic examination and roentgen 
study. The index finger must be educated 
by frequent repetition of examinations in 
the cases of both normal and abnormal 
persons. 

Twelve cases of perianal warts were 
observed. These proved to be condylomata 
acuminata, due to a virus and not of ve- 
neral origin. It is a mistake and may do 
the patient great injustice to associate the 
name “venereal wart” with this lesion. 


Fig. 1—Gross appearance of leiomyosarcoma of the rectum. 
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Fig. 2.—Microscopic appearance of leiomyo- 
sarcoma of the rectum. 


Factitial proctitis, a justifiable lesion 
sometimes following irradiation, was diag- 
nosed in 11 cases. The incidence of this 
lesion was said to be 3.2 per cent in a se- 
ries of 2,073 persons treated by irradia- 
tion.? 

Seven cases of procidentia, or complete 
prolapse of the rectum, were accumulated. 
Approximately 10 adults suffering from 
this disease are seen yearly at the largest 
medical centers. Prolapse is comparative- 
ly common in childhood. 

In the 5 cases of anorectal tuberculosis 
in this series, the condition proved to be 
secondary to pulmonary tuberculosis. 
Smith? observed 6 cases of tuberculosis in 
the records of 3,700 proctologic patients. 

Until 1943, only 331 cases of diffuse 
polyposis of the colon had been reported in 
the literature. Five such cases were noted 
in this group. 

Three cases of congenital absence of the 


KRATZER: LESIONS OF RECTUM AND COLON 


rectum were observed. Congenital mal- 
formations of the rectum and colon occur 
approximately once in 10,000 births. They 
are slightly more common in the male than 
in the female. Thirty-three per cent are 
associated with other anomalies. 

Two cases of epithelioma of the anus 
were discovered. The incidence, according 
to Grinnell,? is 1.8 per cent of all cancers 
of the rectum and colon. 

Megacolon was diagnosed in only 2 
cases. Congenital megacolon occurs ap- 
proximately once in 9,000 births. Male 
patients predominate 6 to 1.4 

According to Dockerty, approximately 
1 per cent of gastrointestinal malignant 
disease consists of lymphosarcoma. Two 
cases of lymphosarcoma of the rectum 
were observed.® 

Two presacral tumors were noted in 
this series. According to Ross,® such a tu- 
mor occurs approximately once in 46,000 
hospital admissions. 


Two cases of lipoma are recorded. The 
common subcutaneous lipomas of the peri- 
anal region are not included. In 1 the 
lipoma occurred in the colon; in the other 





Observation on 4,000 Patients 





Cases 





Relatively common lesions (hemor- 
rhoids, polyps, cancer, etc.) -....... 3,945 
Relatively rare lesions 





Factitial proctitis 
Procidentia 
Tuberculosis 
Familial polyposis 
Congenital absence of rectum.. 
Epithelioma 
Megacolon 
Lymphosarcoma 
Presacral tumor 
Lipoma 
Leiomyosarcoma 
Endometriosis 
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it occurred in a newborn infant as a pedun- 
culated tumor of the anus. Up to 1947 
there were only 25 surgical cases of lipoma 
of the colon in the files of the Mayo clinic.’ 
Approximately one half of these occurred 
in the right half of the colon. 

One case of leiomyosarcoma of the rec- 
tum was observed. This is an extremely 
rare tumor of the rectum and colon.’ Fig- 
ures 1 and 2 depict the gross and micro- 
scopic appearance respectively. 

Only 1 case of endometrioma of the 
bowel causing obstruction was observed. 


SUMMARY 


Study of 4,000 consecutive proctologic 
patients from the author’s private prac- 


tice revealed that warts, factitial proctitis, — 


procidentia, tuberculosis, diffuse polypo- 
sis, malformations, epithelioma, mega- 
colon, lymphosarcoma, presacral tumors, 
lipomas, leiomyosarcomas and endometrio- 
mas occurred infrequently and comprised 
but 1.4 per cent of the entire group (see 
table). 


Although this series is not large enough 
to make an exhaustive study possible, the 
majority of the rare diseases are repre- 
sented. 


ZUSAM MENFASSUNG 


Eine Analyse von 4000 auf einander 
folgenden proktologischen Fallen aus der 
Privatpraxis des Verfassers ergibt, dass 
Warzen, artifizielle Proktitis, Prolaps, Tu- 
berkulose, diffuse Polypose, Missbildungen, 
Epitheliome, Megakolon, Lymphosarkome, 
prasakrale Geschwiilste, Lipome, Leiomyo- 
sarkome und Endometriome zu den sel- 
tenen Vorkommnissen gehérten und nur 
1,4% der gesamten Gruppe ausmachten 
(siehe Tab. 1). 


Wenn der Umfang der Serie auch nicht 
ausreicht, um eine erschépfende Analyse 
zu ermdéglichen, so enthalt sie doch die 
Mehrzahl der seltenen Erkrankungen. 


JULY, 1955 
RESUME 


L’observation de 4000 patients proctolo- 
giques consécutifs ¢ de ma pratique privée 
révéle que verrues, proctite procidence, 
tuberculose, polypose diffuse, malforma- 
tions, épithélioma, mégacolon, lymphosar- 
come, tumeurs présacrées, lipomes, léio- 
myosarcomes et endométriomes, survien- 
nent rarement et ne représentent que le 
1,4% du groupe entier (Table 1). 

Quoique cette série ne soit pas assez 
grande pour rendre possible une étude 
compléte, la plupart des maladies rares: 
sont représentées. 


RIASSUNTO 


Lo studio di 4000 casi di affezioni proc- 
tologiche, nella pratica privata dell’autore, 
ha dimostrato che condilomi, proctite, 
tubercolosi, poliposi diffusa, malformazi- 
oni, epitelioma, megacolon, linfosarcomi, 
tumori presacrali, lipomi, leiomiosarcomi 
ed endometriomi sono affezioni rare che 
coprono appena 1’1,4% di tutta la casis- 
tica. Benché la serie non sia abbastanza 
numerosa da consentire uno studio appro- 
fondito, tuttavia la maggioranza delle 
malattie rare vi sono rappresentate, 


SUMARIO 


O estudo de 4.000 pacientes protolégicos 
consecutivos da clinica particular do autor 
revelou protite provocada, procidéncia, 
tuberculose, polipose difusa, malforma- 
cdes, epitelioma, megacolon, linfosarcoma, 
tumores pré-sacros, lipomas, leiomiosarco- 
mas e endometriomas ocorrem raramente, 
compreendendo apenas 1.4% de todo o 
grupo (Quadro 1). 

Embora esta série nao seja suficiente- 
mente grande para tornar possivel um 
estudo exaustivo, a maioria das afeccaes 
raras esta aqui representada. 
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The imbecility which Verecundulus complains that in the presence of a numer- 
ous assembly freezes his faculties, is particularly incident to the studious part of 
mankind, whose education necessarily secludes them in their earlier years from 
mingled converse, till, at their dismission from schools and academies, they plunge 
at once into the tumult of the world, and, coming forth from the gloom of solitude, 
are overpowered by the blaze of public life. 


It is perhaps kindly provided by nature, that, as the feathers and strength of 
a bird grow together, and her wings are not completed till she is able to fly, so some 
proportion should be preserved in the human kind between judgment and courage; 
the precipitation of inexperience is therefore restrained by shame, and we remain 
shackled by timidity till we have learned to speak and act with propriety. 

I believe few can review the days of their youth without recollecting tempta- 
tions which shame rather than virtue enabled them to resist; and opinions which, 
however erroneous in their principles and dangerous in their consequences, they 
have panted to advance at the hazard of contempt and hatred, when they found 
themselves irresistibly depressed by a languid anxiety, which seized them at the 
moment of utterance, and still gathered strength from their endeavours to resist it. 

Bashfulness, however it may incommode for a moment, scarcely ever produces 
evils of long continuance; it may flush the cheek, flutter in the heart, deject the 
eyes, and enchain the tongue, but its mischiefs soon pass off without remembrance. 
It may sometimes exclude pleasure, but seldom opens any avenue to sorrow or re- 


morse, It is observed somewhere, that few have repented of having forborne to speak. 


—Johnson 





Pivacedealliiie of the Ascending Colon 
Simulating Acute Appendicitis 


Report of a Case 


CAESAR F. SARNI, M.D., F.I1.C.S. 
POTTSTOWN, PENNSYLVANIA 


diverticulum of the ascending colon 

is a rare condition. Dr. H. Thom- 
sen reported 3 cases of solitary diverticu- 
lum of the cecum and cited 8 cases from 
the literature. Dr. DeWitt Stetten re- 
ported a case, as did Dr. R. V. P. Shier. 
In all of these cases the condition was 
diagnosed as acute appendicitis. 

The syndrome presented by appendicitis 
is capable-of simulating the clinical pic- 
ture of other abdominal conditions, such 
as carcinoma or diverticulitis of the cecum 
and terminal ileitis. If a normal appendix 
is revealed at laparotomy, a close search in 
some cases will reveal acute diverticulitis 
of the ascending colon. 

The conditions described differed but 
slightly from acute appendicitis, except 
that the preoperative course was milder 
and more gradual and that about 20 per 
cent of the patients had also complained 
of spells of intermittent, diffuse pain in 
the abdomen for some months or years 
prior to the attack for which they were 
admitted to the hospital. In the acute 
stage, roentgen examination of the colon 
with a barium enema is not only danger- 
ous but has little value because the diver- 
ticulum is often filled with a fecolith, 
which impedes the passage of the contrast 
medium through the neck of the diver- 
ticulum, 

As to differential diagnosis the surgeon, 
if he is confronted with a large amount of 
inflammation and induration of the as- 


A CCORDING to the literature, solitary 


cending colon, should bear in mind the 
possibility of a diverticulum. 


No general rule can be laid down for 
the surgical treatment of diverticulitis, 
but simple invagination or local incision 
is usually sufficient. In my opinion, how- 
ever, this may be difficult at times because 
of edema, induration and extension of in- 
flammatory changes in the wall of the 
large bowel. 


REPORT OF CASE 


Mrs. A. C., aged 29, was admitted to the 
Pottstown General Hospital on Aug. 23, 1953, 
complaining chiefly of pain in the lower right 
abdominal quadrant, of eight to ten hours’ 
duration, with vomiting. She stated that she 
had had no previous attacks. There was defi- 
nite tenderness in the region of McBurney’s 
point. Rebound tenderness and muscle spas- 
ticity were noted, but there was no palpable 
mass. The patient obtained relief by flexing 
her thighs. Vaginal and rectal examination 
revealed tenderness on the right side. There 
were no palpable masses. The menstrual his- 
tory was normal; the menses occurred every 
twenty-eight days and lasted four days, with 
no dysmenorrhea and no passing of clots. The 
temperature was 99.2 F., the pulse rate 108 
and the respiratory rate 20. There were 
3,900,000 erythrocytes per cubic millimeter of 
blood, with 83 per cent hemoglobin, and 15,800 
leukocytes per cubic millimeter, with 83 per 
cent polymorphonuclear leukocytes, 6 per cent 
nonsegmental cells and 11 per cent lympho- 
cytes. The tentative diagnosis was acute ap- 
pendicitis. 

Operation.—A right lower rectus incision 
was made; the right rectus muscle was re- 
tracted medially, and the peritoneum was en- 
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tered. No fluid or peritonitis was eviderit. 
The appendix was visualized and appeared 
normal. Midway between the cecum and the 
hepatic flexure, in the lateral wall of the as- 
cending colon, a mass could be easily palpated 
and visualized. Because of edema present, the 
size of the mass and the fact that carcinoma 
could not be ruled out, radical resection was 
selected as the operation of choice. A right 
hemicolectomy was performed, intestinal con- 
tinuity being maintained by end-to-end ileo- 
transverse colostomy. The abdomen was closed 
without drainage. The patient was treated 
with gastrointestinal suction and intravenous 
therapy for two days and was discharged on 
the eighth postoperative day. 

Gross Examination of Excised Tissue—The 
specimen consisted of a segment of cecum and 
ascending colon with attached 8 cm. long ap- 
pendix and a segment of the terminal portion 
of the ileum. The colon measured 25 cm. in 
length. At the beginning of the ascending 
colon 8 cm. from the cut edge there was a 
doughnut-shaped mural thickening of the pos- 
terior bowel wall, which measured 5 by 4 by 1 
cm. The lesion had a firm, somewhat rubbery 
consistency, and its edges appeared well de- 
fined. The serosa covering part of the lesion 
was not fixed or involved grossly. The mu- 
cosa showed an oval opening 0.7 cm. in diame- 
ter, which led to a nipple-like diverticulum 
measuring 1 by 1 by 1.2 cm. Two small mu- 
cosal ulcers were identified in the deeper ex- 
tremities of the diverticulum. The palpably 
firm mural mass on cut section consisted of 
indurated yellow tissue resembling fat. The 
proximal ileum has a circumference of 4.5 
cm. and the distal ascending colon has a eir- 
cumference of 8.5 cm. The appendix, colon 
and ileum had normal constituent tissue aside 
from the above described lesion. 

Diagnosis.—The pathologic diagnosis was 
chronic diverticulitis with acute exacerbation. 

Progress and Follow-Up.—The patient made 
an uneventful recovery. Roentgen studies 
made three months later showed generalized 
spasticity of the entire colon. There was an 
increase in the number and depth of the 
haustrations throughout. There were a few 
small slightly irritable diverticula along the 
entire course of the colon, especially involving 
the splenic flexure. There was no evidence of 
any perforation of these diverticula. The im- 
pression was that of (1) mild spastic colitis, 
(2) mild diverticulitis of the colon and (3) a 
considerably elongated, redundant transverse 
colon. 


SARNI: DIVERTICULITIS OF COLON 
SUMMARY 


A case is reported in which a diagnosis 
of acute appendicitis was made. At lapa- 
rotomy the actual diagnosis proved to be 
acute diverticulitis of the ascending colon. 

Diverticulitis is common on the left side. 
When it occurs on the right side, which is 
rare, it is often mistaken for appendicitis. 
If a normal appendix is present the sur- 
geon should suspect the presence of diver- 
ticulitis of the cecum or ascending colon, 
regional enteritis or carcinoma of the 
cecum. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall berichtet, der 
als akute Blinddarmentziindung diagnosti- 
ziert worden war und sich bei der Opera- 
tion als akute Divertikulitis des auf- 
steigenden Dickdarms entpuppte. 

Die Divertikulitis der linken Dickdarm- 
halfte ist haufig, Tritt sie jedoch seltener- 
weise einmal auf der rechten Seite auf, 
wird sie oft mit einer Blinddarmentziind- 
ung verwechselt. Wenn sich bei der Ope- 
ration ein normaler Wurmfortsatz findet, 
sollte sich der Verdacht auf Divertikulitis 
des Zékums oder des aufsteigenden Dick- 
darms, auf regionale Enteritis oder auf 
Karzinom des Zékums richten. 


RESUMEN 


Se comunica la presentacién de un caso, 
en el cual se hizo diagnéstico de apendicitis 
aguda; la laparatomia revelé el diagnésti- 
co verdadero que fué una diverticulitis 
aguda del colon ascendente. 

La diverticulitis es frecuente en el lado 
izquierdo; cuando ocurre en el lado de- 
recho, que rara vez sucede, se puede con- 
fundir con apendicitis. Si se encuentra un 
apéndice normal, el cirujano debe sos- 
pechar la presencia de una diverticulitis 
del ciego y del colon ascendente, una 
enteritis regional o un carcinoma del colon. 
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RIASSUNTO 


Vieine riferito un caso in cui era stata 
fatta diagnosi di appendicite. All’apertura 
si trovo, invece, una diverticolite del colon 
ascendente. La diverticolite € comune a 
sinistra. Quando si verifica a destra, il 
che @ raro, viene spesso confusa con |’ap- 
pendicite. Se il chirurgo trova una ap- 
pendice normale, deve sospettare una di- 
verticolite del ceco, o del colon ascendente, 
o un’enterite regionale o un cancro del 
ceco. 


RESUME 


Présentation d’un cas ou la diagnose 
d’appendicite aigue était fate. A l’opéra- 
tion on découvrit qu’il s’agissait d’un cas 
de diverticulite aigue du colon ascendant. 

En général on trouve la diverculite sur 
le oté gauche Si elle parait sur le coté 
droit, ce qui est rare, elle est souvent con- 
fondue avec une appendicite. Si 4 l’opéra- 
tion on trouve une appendice normal, on 
devait soupconner la presence de diver- 
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ticulite du caecum ou du colon ascendant, 
d’enterite régionale ou de cancer du 
caecum, 

SUMARIO 


E apresentado um caso em que foi feito 
diagnéstico de apendicite aguda. Por 
ocasiao da laparotomia verificou-se que se 
tratava na realidade de diverticulite aguda 
do colon ascendente. 

A diverticulite 6 comum no lado esquer- 
do. Quando ocorre no lado direito, o que 
raramente se da, é frequiientemente con- 
fundida com apendicite. Caso seja encon- 
trado umapéndice normal, o cirurgiao 
deve suspeitar da existéncia do ceco ou 
colo ascendente, enterite regional ou car- 
cinoma do ceco. 
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It is receiving ourselves to fancy that it is only the violent passions, such as 
ambition and love, which can triumph over the others. Indolence, all languid as it 
is, nevertheless is frequently their master; it spreads its dominion over all the designs 


and all the actions of life, and thus destroys and insensibly consumes the passions 


and the virtues, 


—La Rochefoucauld 





Cancer of the Thyroid 


A. H. LETTON, M.D., F.A.CS., F.I.C.S. 


AND 


JOHN PAGE WILSON, M.D. 
ATLANTA, GEORGIA 


practitioners have accepted certain prin- 

ciples which they have applied to most 
of their cancer problems. Some cancers of 
the thyroid do not behave in the same 
manner as do other cancers, so some of 
the principles concerning treatment of 
this disease must be different. 

Statistics! show that the incidence of 
cancer of the thyroid may vary from 5 
to 10 per cent for multinodular goiters 
and reach as high as 25 per cent for soli- 
tary nodules of the thyroid. Yet the death 
rate from cancer of the thyroid does not 


I; THE evolution of surgical science, its 


approach this magnitude. Cancer of the 
thyroid is listed seventeenth among the 
causes of death and is only one thirty- 
seventh as common a killer as is cancer of 
the breast. 

Apparently there are three main rea- 
sons for the wide discrepancy in these 


statistics. Surgeons receive surgical pa- 
tients from many other surgeons who, 
although they will not hesitate to remove 
a simple or obviously benign goiter, but 
immediately refer the patient elsewhere 
when confronted with a goiter which is 
suspected of being malignant. This ruins 
the statistics as far as getting an accu- 
rate idea of the exact incidence of thyroid 
cancer is concerned. 

Another reason for the discrepancy lies 
in the fact that in the last twenty years 
iodized salt has been used in ever-increas- 
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ing amounts. This has helped to reduce 
the number of diffuse and nodular goiters. 
This reduction in benign goiters causes a 
relative increase in the number of can- 
cers of the thyroid. 

Finally, it is known how well some pa- 
tients tolerate some papillary cancers 
of the thyroid. All surgeons have seen 
patients with metastases from cancer of 
the thyroid who lived for many years with 
this disease, only to die from some unre- 
lated cause. This must mean that many 
persons have cancer of the thyroid who 
never know it, and certainly are not 
counted by the Bureaus of Vital Statistics. 


The common belief that cancer occurs 
as a malignant degeneration of a previ- 
ously existing benign adenoma does not 
bear close scrutiny. As Crile? has pointed 
out, if the theory of benign adenoma un- 
dergoing malignant degeneration is true, 
one would expect that the goiter with the 
most nodules would have the greatest 
chance of undergoing malignant degen- 
eration; but this is not the case. Patients 
with solitary nodules have a malignant 
disease about two and one-half times as 
often as do patients with multinodular 
goiters. 

Dealing with as many nodular goiters 
as we do, we should expect that sometime 
we would happen upon an adenoma in the 
process of undergoing this malignant de- 
generation. Here we should expect to find 
an adenoma that was partly benign and 
in other areas was taking on malignant 
characteristics. We do not find these phe- 
nomena occurring. The adenomas we en- 
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counter are homogenous, either benign or 
malignant but never mixed. Meissner and 
McManus’ presented a series of 500 con- 
secutive benign and 200 consecutive ma- 
lignant tumors of the thyroid. They noted 
a great variation in the incidence between 
the benign and malignant counterparts. 
In benign tumors the follicular structure 
was common and the papillary structure 
rare, the ratio being 17 to 1. The reverse 
was true of malignant tumors, with a 
ratio of 1 to 2 in favor of the papillary 
type. They concluded that “the great dis- 
crepancy between the incidence of papil- 
lary structure of benign and malignant 
states suggests that perhaps most papillary 
carcinomas are malignant from their in- 
ception and do not arise from a pre-exist- 
ing benign phase.” 

If it is true that nodular goiter is etio- 
logically related to carcinoma, where there 
is an increased incidence of goiter there 
should likewise be an increased incidence 
of cancer. In many areas of the world 
today, e.g., in Guatemala and Europe, a 
great proportion of the population seems 
to be afflicted with goiter, and yet in these 
areas the incidence of cancer of the thy- 
roid has not increased. In our opinion, 
therefore, cancer of the thyroid probably 
develops as a cancer from normal thyroid 
tissue. 

One peculiarity about cancer of the thy- 
roid seems to be the vast difference of 
various tumors in rapidity of growth. All 
surgeons have seen patients whose thy- 
roid nodules, quiescent for many years, 
suddenly began to grow. Removal of these 
nodules resulted in the discovery that they 
were malignant. These episodes suggest 
that a benign tumor has undergone malig- 
nant degeneration, but in reality it was 
probably a cancer all the time, and only 
began growing at this particular time for 
some unknown reason. If this is true, it 
supplies more reason for suspecting soli- 
tary nodules and removing them even 
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though they have exhibited no change for 
some time. By the same token, one can- 
not allow oneself to be over-eager in re- 
moving the multinodular goiter merely 
because of the possibility of cancer. 

Clinically, cancers of the thyroid can be 
divided into two large categories, papil- 
lary and nonpapillary. 

The nonpapillary type occurs usually in 
patients over 40 years of age. In this 
group there are unfortunately some wildly 
growing tumors that cannot be cured by 
any known means, and in many instances 
even palliation is difficult. This, of course, 
includes the large and small cell carci- 
nomas. The rest of this group, however, 
is made up of slower growing, vessel- 
invading types that cannot be graded in 
the usual manner as to malignancy. These 
tumors usually grow slowly and invade 
the vessels slowly, and thus are late in 
metastasizing. In this way they do not 
act like cancer originating elsewhere in 
the body. Prior to the time that such a 
tumor metastasizes, removal of the lobe 
of the thyroid containing the tumor will 
effect a cure. If metastases have occurred, 
however, total thyroidectomy should be 
done, for this will remove the normal 
thyroid tissue so that the metastasis can 
be stimulated with thyrotrophic hormone 
to take up a therapeutic dose of radio- 
active iodine. Neck dissection is not indi- 
cated for these tumors, since the metasta- 
ses are not to the lymphatics but are 
borne by the bloodstream to distant points. 

Among tumors of the papillary type 
there are moderately fast-growing as well 
as slow-growing tumors. Microscopically 
there are many variants, but clinically 
they all belong together. These tumors 
usually occur in young persons, sometimes 
in children. They metastasize to the local 
lymph nodes. In the vast majority of 
cases their rate of spread is so slow that 
they do not cause death until the process 
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has been present for some years; in fact, 
some never cause death. Differentiation 
of tumors with a lethal tendency is most 
uncertain; therefore, all most be treated 
energetically. It is sometimes surprising 
how large the neck metastases may be- 
come before they metastasize further. It 
is worth noting, however, that many times 
lung metastases follow operations in 
which the cancer was inadequately re- 
moved. The only logical treatment for 
such lesions is extensive removal of the 
thyroid gland and all the involved lym- 
phatics. We cannot agree to the so-called 
“berry-picking” operations, in which just 
the enlarged nodes are removed as they 
are noted. It has been our observation 
that by the time a distal lymph node in a 
chain is involved to the extent that it ob- 
viously contains cancer, the next node in 
that chain usually contains at least a few 
cancer cells. It is an elementary fact that 
no cancer is cured until all the cells of that 
cancer have been removed or destroyed. 
In our opinion, since this tumor spreads 
through the lymphatics, it should be thor- 
oughly cleaned out; however, we do not 
feel that prophylactic radical neck dissec- 
tions are warranted because of the slow- 
ness of growth of too many of these tu- 
mors. In the patient from whom a sin- 
gle small nodule of the thyroid has been 
removed and the pathologist is the first 
to establish the diagnosis of carcinoma, 
neck dissection is not considered neces- 
sary. On the other hand, whenever the 
lymph nodes contain any thyroid tissue, 
a homolateral radical neck dissection, com- 
bined with a superior mediastinal dissec- 
tion as described by McClintock,‘ should 
be carried out. This procedure should be 
done even in patients who apparently have 
an abundance of cervical node metastases, 
for, considering the slow-growing tend- 
ency of the disease, this may well initiate 
a cure. We should not expect radioactive 
iodine to have any appreciable effect on 


LETTON AND WILSON: CANCER OF THYROID 


these metastases. However, once distant 
metastases have established themselves, 
tracer studies under TSH _ stimulation 
should be carried out, and the results of 
these studies should be used to determine 
the efficacy of a therapeutic dose of radio- 
active iodine. It should be remembered 
that the morphologic character of cancer 
of the thyroid can and does change. 


SUMMARY 


1. The possible causes of the discrep- 
ancy in incidence of cancer of the thyroid 
and the reported mortality rate are dis- 
cussed. 

2. Factors indicating that cancer of the 
thyroid does not develop in a preexisting 
benign tumor but begins as a cancer in 
normal thyroid tissue are presented. The 
necessity of a high index of suspicion of 
cancer in quiescent nodules is pointed out. 

8. A clinical grouping of cancers ac- 
cording to the type of treatment necessary 
is presented. 

4. Exceptions to the rule in all surgery 
emphasize the fact that one cannot al- 
ways depend on oversimplified methods 
and that the judgment of the surgeon in 
the individual case must be the last resort 
of decision. 


ZUSAM MENFASSUNG 


1. Die méglichen Ursachen fiir die 
Diskrepanz swischen der Haufigkeit des 
Schilddriisenkrebses und den Berichten 
iiber die Sterblichkeitsquote werden erdr- 
tert. 

2. Es werden die Tatsachen dargestellt, 
die darauf hinweisen, dass der Schild- 
driisenkrebs sich nicht aus einem vorher 
bestehenden gutartigen Tumor entwickelt, 
sondern als Krebs im normalen Schild- 
driisengewebe entsteht. Auf die Notwen- 
digkeit einer hohen Krebsverdachtsquote 
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bei Fallen mit ruhenden Knotenbildungen 
wird hervorgehoben. 

8. Es wird eine klinische Klassifizer- 
ung des Krebses nach den in Frage kom- 
menden Formen der Behandlung vorge- 
legt. 

4. Ausnahmen von der Regel deuten 
iiberall in der Chirurgie darauf hin, dass 
man sich nicht immer auf allzu verein- 
fachte Methoden verlassen kann, und dass 
im einzelnen Fall die Urteilskraft des 
Chirurgen die letzte Entscheidung zu 
treffen hat. 

RESUMEN 


1. Se discuten las causas posibles de la 
discrepancia en la incidencia del cancer 
del tiroides y el grado de mortalidad que 
se comunica. 

2. Se presentan los factores que indican 
que el cancer del tiroides no se desarrolla 
en un tumor preexistente, sino que em- 
pieza de tejido tiroideo normal, Se senala 
la necesidad de sospechar mas la exist- 
encia de cancer en nddulos quiescentes. 

3. Se presenta. una agrupaci6én clinica 
de los canceres en relaci6n al tipo de tra- 
tamiento. 

4. La excepcion de la regla en toda 
cirugia senala el hecho de que no se puede 
depender de métodos simplificados al ex- 
tremo y de que el juicio del cirujano en el 
caso individual debe ser el Ultimo factor 
que determine la desicién. 


RIASSUNTO 


1. Vengono prese in considerazione le 
cause della diversita fra la frequenza del 
cancro della tiroide e la sua mortalita. 

2. Vengono spiegate le ragioni per cui 
il cancro della tiroide non si sviluppa su 
un tumore benigno preesistente, ma inizia 
come tale nel tessuto tiroideo normale. E’ 
necessario sospettare la presenza di can- 
cro in ogni nodulo tiroideo quiescente. 

3. Viene presentata una classificazione 
dei cancri della tiroide in rapporto al tipo 
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di cura ncessario per ognuno di essi. 
4. Le decisioni definitive, tuttavia, de- 
vono essere prese dal chirurgo caso per 


caso. 
RESUME 


1. Les raisons possibles de la contredic- 
tion dans l’incidence du cancer de la 
glande thyreoide et la mortalité reportée 
sont discutées. 

2. Facteurs qui indiquent que le cancer 
de la glande thyréoide ne se developpe pas 
dans un tumeur benign, préexistant, mais 
qu’il commence comme cancer dans les 
tissus normaux de la glande, sont presen- 
tés. La nécessité de soupconner la pres- 
ence de cancer fréquemment dans des 
nodules non croissants est expliquée. 

3. Une classification clinique de cancers 
d’aprés le type de traitement nécessaire 
est présentée. 

4. Des exceptions de la régle dans la 
chirurgie entiére prouvent le fait qu’on ne 
peut pas se fier 4 des méthodes trop sim- 
ples et que le jugement de |’opérateur dans 
le cas individuel doit représenter la dé- 
cision définitive, 


SUMARIO 


1. Sao discutidas as causas possiveis de 
discrepancia na incidéncia de cancer da 
tiredide e a mortalidade apresentada. 

2. Sao apresentados fatores indicativos 
de que o cancer da tiredide nao se desen- 
volve num tumor benigno pre-existente, 
iniciando-se como cancer no tecido tireé- 
ideo normal. E salientada a necessidade 
de alto indice de suspeita de cancer em 
nidulos quiescentes, 

3. E apresentado um agrupamento clini- 
co do cancer de acérdo com o tipo de tra- 
tamento necessario. 

4. As excecdes as regras em cirurgia 
salientamo fato que nao se pode sempre 
depender de métodos muito simplificados 
e que o juizo do cirurgiao no caso individ- 
ual deve ser a Ultima etapa para a decisao. 
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I stand in the quiet woods, conscious that under my feet, in the soil, are mil- 
lions of dead, millions of living things. That all around me are trees, half dead and 
half alive, and looking alike. I myself am perpetually dying. I do not mean that 
I am simply drifting ever nearer toward that right hand bracket that will ultimately 
close up the dates in my biography, but literally dying, cell by cell, artery by artery. 

Scratch a live twig, and a bit of the green cambium layer will shine forth; 
scratch a live finger and blood will flow. These are cheery, colorful pennants of 
living things. But so much that is alive flies no flag, and wears the expressionless 
mask of the lifeless. 

As I see it, the great and distinguishing feature of living things, however, is 
that they have needs—continual, and incidentally, complex needs. I cannot con- 
ceive how even so organized a dead system as a crystal can be said to need any- 
thing. But a living creature, even when it sinks into that half-death of hibernation, 
even the seed in the bottom of the dried Mongolian marsh, awaiting rain through 
two thousand years, still has needs while there is life in it. The bacteria have needs, 
and it cannot be said too often that merely because a living creature is microscopic 


there is no justification for thinking that it brings us any nearer to the inanimate. 


The gulf between a bacterium and a carbon atom, even with all the latter’s com- 
plexity, is greater than that between bacteria and men. 

If you object that this criterion of life is chiefly a philosophical one, I reply 
that in the end the most absolute answers concerning every problem of matter, 
energy, time and life, will be found to be philosophical. 

—Peattie 





A New Scintillation Counter for Use in Clinical 
Diagnosis with Radioactive Isotopes 


AVERILL STOWELL, M.D., F.A.C.S., F.I.C.S., 
J. M. RICHARDS, A.B., AND S. A. SCHERBATSKOY, A.B. 
TULSA, OKLAHOMA 


active materials in warfare, industry 

and medicine led us in 1952 to con- 
sider the development of an instrument 
that would more accurately localize the 
origin of small amounts of gamma radia- 
tion. A new simplified and more direc- 
tional detector has recently been made to 
detect radioactive materials in the body. 
The various methods and apparatus 
which have been used for determining the 
unknown position of radioactive sources 
have been based essentially on measure- 
ment of the intensity of radiation at vari- 
ous points in the -space surrounding the 
source. Such methods lead, however, to 


‘Tae increasing utilization of radio- 
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laborious measurements and computation. 
Other methods have included the use of a 
heavy lead shielding tube around the de- 
tector in order to give it some directional 
properties. 

The instrument we have devised is based 
on a new approach to the problem, utiliz- 
ing two scintillating crystals in opposi- 
tion, with a shield between them, instead 
of the conventional single crystal. It is 
highly accurate in indicating the direction 
of an unknown source of gamma rays, and 
is highly sensitive in picking up rays of 
less than 0.6 MEV. It can be used con- 
veniently as a survey or scanning instru- 
ment as well as a localizer by altering the 
positions of the dials (Fig. 1). As can be 
seen, the instrument is very light; it can 
be sterilized and easily handled at the op- 
erating table or in the office or laboratory. 
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Fig. 1—Schematic drawing of detector (see text for explanation). 
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Fig. 2.—Directional gamma ray detector enclosed 
within container (see text). 


Figure 2 shows the directional gamma 
ray detector enclosed within a suitable 
container. It comprises as its essential 
elements two sodium iodide crystals (15 
and 16) and a tungsten shield (17) inter- 
posed therebetween. The crystals and 
shield are aligned along a direction (M-M) 
which is the axis of the directional detec- 
tor. Two photomultipliers visualize the 
crystals. 

This invention is directed specifically to 
those cases in which the location of the 
source (S) is unknown and it is desired 
to find the direction along which maximum 
quantities of gamma rays are proceeding. 
The procedure consists in rotating the 
axis of the directional counter until the 
indication of the meter (40) reaches the 
maximum value. The axis MM? will point 
then toward the source. 

Figure 3 shows an application for diag- 
nostic purposes. Injection into the blood 
stream of radioactive substances such as 
I'31 enriched serum albumin will produce 
increased gamma ray emission in certain 
brain tumors, the amount of increase over 
that of the normal brain depending on the 
type and vascularity of the tumor and 
other factors. This substance is selective- 
ly absorbed by abnormal cell or tumor cells 
in certain phases of metabolic change. 
After the injection of the radioactive iso- 
tope the tumor becomes an increased 
source of radiation. The problem of locat- 
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ing the tumor becomes therefore identical 
with the location of a radiation source of 
greater intensity than the surrounding 
medium (usually 10 to 30 per cent 
greater) and can be solved by applying the 
principles of this invention. The direc- 
tional detector (Fig. 1) is placed initially 
at A and rotated until its axis (MS) be- 
comes aligned along the direction NM. 
Subsequently the detector is placed at an- 
other location and its axis rotated until 
the maximum reading is obtained at N’M. 
It is apparent that the intersection of the 
axis NM and N’M provides the position of 
the tumor (T). 

Localization of brain tumors by radio- 
active isotopes implies that the tumor will 
take up sufficient radioactive material to 
give off a number of gamma rays 10 to 15 
per cent greater than that emitted by the 
surrounding normal brain. Conversely, 
in the presence of brain atrophy of focal 
type limited to a lobe or a hemisphere, lo- 


calization depends on the observation that 
the atrophic area gives off 15 per cent less 
gamma ray activity than do the surround- 
ing normal areas. In the presence of cys- 


Fig. 3.—Diagram illustrating use of 
instrument for diagnostic purposes 
(see text). 
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tic lesions one expects to find less activity, 
and in higher vascular areas there may be 
greater gamma ray emission, as in cases 
of venous angioma or in one side of the 
head after one of the shunt operations for 
epilepsy. 

The use of the instrument can be best 
described in relation to a specific case. 
W. F., a girl aged 214 years, was admitted 
to the hospital with a story of a progres- 
sively enlarging head since the age of 10 
months. At that time she had fallen out of 
bed but had apparently not been injured. 
The family thought that at the age of 16 
months the head was larger than normal, 
but were reassured for the next eight 
months. The child was finally admitted to 
our service with a diagnosis of hydroceph- 
alus. A quick scanning after injection of 
radioactive 1'*! serum albumin would have 
showed meter readings of 4 to 6 on the left 
side and 20 to 30 on the right. Bilateral 
trephine revealed a tremendous subdural 
hygroma, and ventriculogram taken im- 
mediately after the operation showed a 
fascinating picture of brain compression 
and shift from long-continued compres- 
sion. 

In the presence of focal atrophy at the 
frontal lobe one would obtain consistently 
low readings over the right frontal area 
as compared to other areas of the brain. 

With tumors, a quick survey should be 
carried out and then the dials set so that 
the majority of the readings are between 
0 and 5, with utilization of the maximum 
localization settings. Another brief sur- 
vey with a fast time constant has shown 
that the posterior portion of the left side 
of the skull presented values over 10. By 
triangulating eight readings with a slow 
time constant, an accurate localization can 
be obtained in ten minutes. As Langer 
and Loewing have shown, it is useful to 
recheck each point and average the two 
values, because the rate of elimination of 
radioactive substances from the brain is 
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different for each part of the organ. 

Further theoretical and practical inves- 
tigations include study of the use of the 
instrument in distinguishing between com- 
plete and incomplete surgical removal of 
the tumor and in localizing metastatic tu- 
mors or aberrant thyroid tissue. In animal 
investigation, quick surveys of the uptake, 
distribution and disappearance of P32 or 
other isotopes in cows may be carried out 
in minimal time. 

Some interesting sidelights on the mech- 
anisms involved in irradiation damage 
were reviewed while the new counter was 
being developed, and methods of protection 
against X and Y irradiation were studied. 
We were primarily interested in the quan- 
tity of energy required to make the counter 
as sensitive as necessary in detecting rays 
that would produce cellular damage. The 
sensitivity of cells to irradiation is at 
least partly correlated with nucleic acid 
synthesis and enzyme activity as well as 
with the formation of oxidizing free radi- 
cals. In mice, rats, chickens and squirrels 
it has been shown that low oxygen tension 
or hypoxemia reduces damage to organs 
or prevents death after X and Y (gamma) 
ray irradiation, and that tumor cells are 
three times as sensitive to roentgen irradi- 
ation in a high oxygen medium. Likewise, 
hibernating ground squirrels, animals in a 
cold environment, and starved animals out- 
lived their controls after lethal doses of 
roentgen irradiation, which suggests inter- 
esting metabolic considerations for the sur- 
vival during an atomic attack. As one of my 
friends put it, “I’d be put to sleep in an 
icehouse and have a continuous drip of 
BAL, epinephrine and cysteinamine, along 
with phosphate buffers.” In the reports in 
the literature up to the time of writing, 
very few chemicals are said to afford any 
marked protection against severe irradia- 
tion. The cysteine compounds, desoxyribo- 
nucleoproteins, BAL, cobalt, potassium cy- 
anide, malonitrile and coal gas protect 
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animals to some extent and lower the mor- 
tality rate from lethal doses. 

Epinephrine has been shown to reduce 
the mortality rate from irradiation in 
chickens, and adrenal gland transplants 
help mice to survive lethal doses. 

In bacterial studies and work with bac- 
teriophages, the survival rates of organ- 
isms and viruses after roentgen irradia- 
tion can be increased by ammonium 
hydroxide, which apparently exerts a sta- 
bilizing effect on the viral nucleoprotein 
as well as on the nucleotides, The nitrite 
radical, a reducing agent, is also effective, 
and the low energy level or resonance ef- 
fect of the nitrite radical has afforded pro- 
tection. A great amount of work continues 
to be done in all these fields. 

We should like to digress so far as to 
say a word of caution with regard to X 
and Y ray irradiation of the central nerv- 
ous system. Four weeks prior to the time 
of writing, one of us (A, 8.) lost a friend 
from what was considered at autopsy to 
be cerebral necrosis and edema following 
roentgen therapy for a pituitary tumor. 
As Malamud, Boldrey, Bailey and Arnold 
and others have pointed out, necrosis of 
the brain does follow roentgen therapy; 
it is therefore essential to establish early 
in the work with radioactive isotopes the 
amount of irradiation that normal por- 
tions of the central nervous system will 
tolerate without too much damage. We 
have been utilizing roentgen therapy for 
viral encephalitis and poliomyelitis for 
four years, with apparently beneficial ef- 
fects, but, in our last case of viral enceph- 
alitis, transient hemiplegia developed ten 
days after the termination of 3 doses of 
200 roentgen air therapy. 


SUMMARY 


The authors describe a new counter 
which, in their opinion, will help in deter- 
mining the amount and location of gamma 
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ray activity. They are now working on a 
modification of the instrument which util- 
izes three crystals in triangulation for 
more accurate localization, and incorpo- 
rates four time constants to obtain more 
accurate counting of the microroentgens 
per hour at any particular point. 


ZUSAM MENFASSUNG 


Die Verfasser beschreiben ein neues 
Messinstrument, das sie als Hilfsmittel 
zur Bestimmung der Starke und der Lo- 
kalisation von Gammastrahlenaktivitat 
empfehlen. Sie arbeiten jetzt an einer 
Modifizierung des Instruments, bei der 
drei Kristalle in Dreieckstellung zur Er- 
moéglichung genauerer Lokalisierung und 
vier Zeitkonstanten zur genaueren Mes- 
sung der Mikroréntgens pro Stunde an jed- 
em beliebigen Punkt verwendet werden. 


SUMARIO 


Os autores descrevem um novo indica- 
dor que recommendam como auxiliar na 
determinacaéo da quantidade e localizacao 
da atividade de raios gama. Trabalham 
atualmente numa modificacéo do instru- 
mento, utilizando trés cristais em trian- 
gulo para localizacdo mais acurada e 
incorporacao de constantes de quatro tem- 
pos, com o objetivo de permitir contagem 
mais exata dos microroentgens por hora, 
em qualquer ponto. 


RESUME 


Les auteurs décrivent un nouveau comp- 
teur qu’ils recommandent pour aider a 
déterminer la quantité et localiser |’acti- 
cité des rayons gamma. Ils mettent au 
point actuellement une modification de 
l’instrument, utilisant trois cristaux en 
triangulation pour une localisation plus 
exacte, et incorporation de quatre constan- 
tes de temps pour obtenir un comptage 
plus exact des microroentgens par heure 
en des points donnés. 
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RIASSUNTO namento e si tenta di utilizzare un gruppi 

Viene descritto un nuovo tipo di conta- _‘4i tre cristalli in triangolazione allo scopo 

tore con il quale @ possibile determinare la di ottenere una migliore localizzazione ed 

quantita e la sede delle radiazioni gamma. _un pit preciso calcolo dei micro-roentgen 
Lo strumento é tuttore in via di perfezio- __ per ora e in ogni singolo punto. 


I left the woods for as good a reason as I went there. Perhaps it seemed to 
me that I had ‘several more lives to live, and could not spare any more time for that 
one. It is remarkable how easily and insensibly we fall into a particular route, and 
make a beaten track for ourselves. I had not lived there a week before my feet 
wore a path from my door to the pondside; and though it is five or six years since 
I trod it, it is still quite distinct. It is true, I fear, that others may have fallen into 
it, and so helped to keep it open. The surface of the earth is soft and impressible 
by the feet of men; and so with the paths which the mind travels. How worn and 
dusty, then, must be the highways of the world, how deep the ruts of tradition and 
conformity! I did not wish to take a cabin passage, but rather to go before the mast 
and on the deck of the world, for there I could best see the moonlight amid the 
mountains. I do not wish to go below now. 

I learned this, at least, by my experiment: that if one advances confidently in 
the direction of his dreams, and endeavors to live the life which he has imagined, 
he will meet with a success unexpected in common hours. He will put some things 
behind, will pass an invisible boundary; new, universal, and more liberal laws will 
begin to establish themselves around and within him; or the old laws be expanded, 
and interpreted in his favor in a more liberal sense, and he will live with the license 
of a higher order of beings. In proportion as he simplifies his life, the laws of the 
universe will appear less complex, and solitude will not be solitude, nor poverty 
poverty, nor weakness weakness. If you have built castles in the air, your work need 
not be lost; that is where they should be. Now put the foundations under them. 


—Thoreas 
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in medical history is that which 

records the origin of the sigmoido- 
scope for performing proctosigmoido- 
scopy. Marion Sims in 1845 demonstrated 
the advantage of utilizing atmospheric 
pressure in examination of the vagina by 
means of the knee-chest position, but it 
was not until the latter part of the century 
that Kelly of Johns Hopkins Hospital used 
this principle in examining the lower part 
of the bowel by the introduction of the in- 
struments which are known by his name. 
Although Bodenheimer in 1863! was the 
first to pass a long tubular speculum into 
the rectum and sigmoid, it was Kelly who in- 
troduced the first practical sigmoidoscope. 
This instrument was 35 cm. long. It was 
introduced with the patient in the knee- 
chest position, and illumination was ob- 
tained by a reflected light from a head 
mirror. Kelly deserves credit for the in- 
troduction of this instrument, which first 
made possible adequate examination of the 
rectosigmoid portion of the colon. 

The purpose of this paper is to urge the 
more frequent use of proctosigmoidoscopic 
study as a routine procedure in all physi- 
cian’s offices. If every doctor’s office is to 
be a cancer detection clinic, certainly this 
is a procedure that should be seriously 
considered. An examination that can be 
accomplished with little expense to the pa- 
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tient and with small consumption of the 
physician’s time and can render such im- 
portant information, should be seriously 
established as a routine measure in the 
examination of every patient over 40 years 
of age. When one realizes that cancer of 
the colon is the fourth most frequent ma- 
lignant tumor in women and is second in 
frequency only to cancer of the stomach 
in men, the importance of attempting to 
diagnose and eliminate this type of growth 
at an early, asymptomatic stage becomes 
obvious. Furthermore, it is a well-known 
fact that at least 75 per cent of all carci- 
nomas of the large bowel are within reach 
of the sigmoidoscope and also that 90 per 
cent of cancers of the sigmoid and rectum 
are visible through the same instrument. 
Since there is strong evidence to show that 
the majority of carcinomas of the large 
bowel are preceded by adenomas or pol- 
yps,? it becomes important to discover 
as many of these polypoid lesions as pos- 
sible, so that they can be eliminated by 
proper means. Early discovery of such 
precancerous lesions can be made by adopt- 
ing routine proctosigmoidoscopic study of 
asymptomatic persons past the age of 40. 

Young* performed a routine examina- 
tion of the lower part of the bowel in 500 
asymptomatic persons and discovered one 
or more polyps of the large bowel in 44, 
or 8.8 per cent. He observed carcinoma 
of the bowel in 5 patients, or 1 per cent. 
It is interesting to note that all the pa- 
tients in this group were operable. In no 
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instance had the growth spread beyond 
the bowel wall, and in no case were metas- 
tases to the lymph nodes or liver discov- 
ered. 

General practitioners of medicine prob- 
ably see more patients in their offices for 
complete routine annual physical exami- 
nations than do the members of any other 
group. We should like to urge them 
strongly to include both a digital and sig- 
moidoscopic study in their routine phys- 
ical examination. It is not amiss to state 
that no physical examination is complete 
without a proctosigmoidoscopic study in 
a patient over 40 years of age. Every 
physician who carries out routine physical 
examinations should acquire the necessary 
skill with the sigmoidoscope, so that it be- 


comes almost as easy as a throat examina- — 


tion. He must practice this procedure so 
that he can conduct it with great ease and 
with as little discomfort as possible to the 
patient. The unwillingness of the patient 
to undergo such a procedure must be over- 
come by an explanation of the importance 
of including it in the physical examination. 
Young graduates in medicine should not 
complete their internships without ade- 
quate instruction and practice in this field. 


Since we advocate the performance of 
routine sigmoidoscopic examinations on 
all clinical outpatients over 40 years of 
age (providing that there are no contra- 
indications), we should like to point out 
that these patients could supply ample ma- 
terial for the training of a house staff and, 
at the same time, result in a more com- 
plete hospital service for the clinical out- 
patient. 

In performing a_ proctosigmoidoscopic 
examination, a definite plan must be fol- 
lowed. A digital examination should be 
done prior to the introduction of the in- 
strument. A digital examination aids in 
determination of the tone of the sphincter 
musculature, whether normal, relaxed or 
spastic. The finger is first gently inserted 
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to the second joint, its tip is then at the 
anorectal line, so that this line can be pal- 
pated. In this area one should determine 
the absence or presence of hypertrophied 
papillae, inflamed crypts, anal polyps, stric- 
tures or contraction of the anal canal, The 
finger is next introduced to its full length 
and swept about in a circular motion to 
detect any change from the smooth sur- 
face of the normal rectal mucosa. In the 
male, examination of the prostate gland 
and seminal vesicles is also carried out. 
In the female, examination with one finger 
in the vagina and one in the rectum will 
help to detect any pathologic change in the 
intervening wall. The next step is to pass 
the anoscope, and this maneuver is best 
accomplished with the patient in the left 
Sims position (Fig. 1A). The obturator is 
removed and the anal canal carefully ex- 
amined for inflamed crypts, hypertrophied 
papillae or small thrombotic hemorrhoids. 
The final step is the introduction of the 
sigmoidoscope, preferably with the patient 
in the knee-chest position. We instruct the 
patient to take a cleansing enema of plain 
warm water, both the night before and on 
the morning of the examination. Some 
patients may require a laxative on the 
night prior to examination. The appre- 
hensive patient is given a seconal capsule, 
1% gr., about half an hour before the ex- 
amination. 

The patient may be examined in one of 
three different positions: 1. The left lat- 
eral or Sims position, with the hips ele- 
vated on a firm pillow or sandbag (Fig. 
1A). 2. The knee-elbow or knee-chest po- 
sition (Fig. 1B). 3. The inverted position, 
with use of a special table (Hanes or Buie 
table). Because such tables are an addi- 
tional expense and are not absolutely nec- 
essary for a good examination, we have 
limited ourselves to the first two positions. 
The Eder table,‘ being easily convertible, 
is excellent for both combined physical ex- 
aminations and proctologic examinations. 
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Furthermore, one must be cautious in 
using the inverted position for a patient 
with cardiovascular disease or hyperten- 
sion. 

We have become accustomed to the sim- 
ple knee-chest position and have found it 
entirely satisfactory. The body is sup- 
ported on the elbows and knees; the upper 
parts of the arms and the thighs are per- 
pendicular to the table, and the forehead 
rests on a firm pillow. The relaxed abdom- 
inal muscles permit the pelvic viscera to 
descend toward the diaphragm, and the 
rectosigmoid curve or flexure tends to 
straighten itself out, owing to gravity. 
This position is easily maintained as long 
as necessary and is much more comfort- 
able than the knee-shoulder position fre- 
quently used. The Sims position is usually 
employed for the extremely ill patient, the 
very elderly patient or the patient with 
ankylosis or arthritis of the extremities. 

Draping is very important. The sim- 
plest drape is a sheet, the upper margin 
of which encircles the buttocks just below 
the anus and is clamped in the midline 
over the spine. This covers the genitals 
and the feet, thus preventing contact by 
the examiner with the patient’s shoes. 
Special drapes with a circular opening are 
probably most convenient (Fig. 2). 


After the patient is placed in the proper 
position and draped, the sigmoidoscope is 
warmed by immersion in warm water, fol- 
lowed by generous lubrication with jelly. 
After the tip has been inserted to just be- 
yond the anorectal juncture, the obturator 
is withdrawn in order to allow the atmos- 
pheric air to enter and maintain patency 
of the bowel and also to allow for direct 
vision of the advancing scope at all times. 
Inability to pass the scope at the rectosig- 
moid may be due to spasm, a short meso- 
sigmoid, adhesions of the sigmoid, a stric- 
ture or a growth. The maneuvers neces- 
sary to pass the sigmoidoscope successfully 
beyond the rectosigmoid into the pelvic 
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Fig. 2.—Draping. The simplest drape is a sheet, 

the upper margin of which encircles the buttocks 

just below the anus and is clamped in the midline 
over the spine. 


portion of the colon are described in stand- 
ard books on proctology.® Observations of 
the rectosigmoid regions are usually more 
accurate and more easily made while the 
tube is being withdrawn. Of course, the 
sigmoidoscope is never inserted blindly, 
and some observations of necessity are 
made during the actual insertion. A more 
accurate evaluation of the lower portion 
of the rectosigmoid, however, is made 
when the tube is being withdrawn. At this 
point the patient is usually very coopera- 
tive, knowing that the procedure is near 
an end. 

In addition to its use for routine asymp- 
tomatic examinations, we would urge the 
more frequent use of proctoscope for those 
patients whose symptoms are referable to 
the distal portion of the bowel or the lower 
part of the abdomen. It should always be 
done prior to a roentgen study of the lower 
part of the abdomen or of the lower por- 
tion of the bowel. In the latter instance, 
small polyps may be and are frequently 
missed by roentgen examination even by 
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the air contrast technic. No roentgenolo- 
gist will state with any degree of certainty 
that the terminal 6 inches (15 cm.) of the 
large bowel is or is not normal, because of 
the overlying bony pelvis, which prevents 
close inspection of this area. Some au- 
thorities on the subject have been strong 
advocates of the rule that a barium enema 
should not be given unless a sigmoido- 
scopic examination has been completed or 
unless there are definite contraindications 
to such a procedure. In a group of cases 
studied by Cooper,® one or more small 
polyps were seen on proctosigmoidoscopic 
examination in 79 patients in whom no 
polyps could be demonstrated by thorough 
roentgen study. Cooper concluded that the 
lesion must be at least 1 cm. in diameter 
before it can be visualized roentgenolog- 
ically. Many roentgenologists believe that 
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failure to demonstrate small polyps or 
small lesions by means of the roentgen ray 
can be attributed to certain blind areas 
that exist in the rectum and sigmoid dur- 
ing roentgen examination of this particu- 
lar area. It is assumed that these blind 
areas are caused by a peculiar redundancy 
of the rectosigmoid in some patients and 
because of the overlying bony pelvis. 
Swinton and Hare’ reported the results 
of roentgen studies of the rectum and co- 
lon, including air contrast studies. Of 150 
patients, polyps were observed sigmoido- 
scopically in 15 cases but could be demon- 
strated roentgenographically in only 5. 
Swinton and Hare expressed the opinion 
that it is not possible at present, with the 
roentgen technics currently available, to 
diagnose many of the lesions occurring in 
the ampulla of the rectum or the rectosig- 











Fig. 1.—A, left lateral or Sims position, with hips elevated on a firm pillow 
or sand bag. B, knee-elbow or knee-chest position. 
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Fig. 3.—Crane Hospital aspirator. 


moid area. This is also true in certain in- 
stances in which the lesions exist in the 
distal portion of the sigmoid. 

Bacon® reported a series of 29 cases of 
adenomatous polyps in children, occurring 
between the ages of 11 months and 11 
years. Twenty-one of these were observed 
sigmoidoscopically, and only 8 were dis- 
closed by barium enema followed by air 
insufflation or contrast technic. 


We are convinced, as are many others, 
that hemorrhoidectomy should never be 
done unless sigmoidoscopic examination 
has been performed in order to rule out 
pathologic change above the operative site. 
Yeoman stated that hemorrhoids “should 
never be treated until sigmoidoscopy has 
been done, as the incidence of rectal can- 
cer in 15 per cent of patients treated for 
hemorrhoids within the year of the cancer 
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is convincing.’’”® 

All patients who exhibit doubtful lesions 
in the pelvic organs should have routine 
sigmoidoscopic studies. There have been 
several instances in which symptoms con- 
tinued after pelvic procedures, and fur- 
ther checkup with the sigmoidoscope dis- 
closed carcinoma of the pelvic portion of 
the colon as the original cause of symp- 
toms. 

Another instance in which sigmoido- 
scopic study may be urgently indicated is 
the case of a patient complaining of low 
back pain. This pain may be the only 
symptom of a low-lying carcinoma of the 
colon or the rectum. One must always be 
ready to combine examination of the low- 
er part of the bowel with investigation of 
the spine. We do not wish to overempha- 
size the importance of a proctoscopic ex- 
amination and to minimize the value of 
roentgen study. However, it is important 
to do a proctoscopic examination first. 
Roentgen studies without proctoscopic aid 
create a false sense of security while an 
overlooked lesion in the lower 25 cm. of 
the colon may be progressing and may re- 
sult in destruction of the host. 

Essential instruments to supplement the 
proctosigmoidoscope are a long alligator 
forceps and a biopsy punch. An auxiliary 
magnifying lens for close inspection re- 
cently described by Tashin’® appears to be 
an additional useful adjunct, as this lens 
allows ample room for biopsy under the 
same magnification as the glass window. 

A very useful addition to our armamen- 
tarium has been a long aspirating 14-inch 
(35 cm.) aspirating steel suction rod we 
have adopted from Dr. Swinton at the La- 
hey Clinic. It has been extremely valuable 
in keeping the lower portion of the bowel 
dry of secretions and liquids with a mini- 
mum of effort. A Crane hospital aspirator 
is connected to a sink in the examining 
room, and the entire apparatus can be con- 
cealed in a box on the wall adjacent to the 
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sink (Fig. 3). Such a suction rod can also 
serve to aspirate the smoke that accumu- 
lates during fulguration of the bases of 
polyps. 

CONCLUSIONS 


1. The authors emphasize the great im- 
portance of sigmoidoscopic study as a rou- 
tine procedure in detecting cancer of the 
rectum, which is the second most frequent 
malignant disease in the male and the 
fourth most frequent in the female. 

2. Roentgen examination is totally in- 
adequate for lesions of the terminal 5 to 6 
inches (12.5 to 15 cm.) of the large bowel. 

3. The common positions for sigmoido- 
scopic study are described and the advan- 
tages of each pointed out. 

4. Reference is made to the apparatus 
used by Dr. Swinton, which facilitates 
sigmoidoscopic study and does away quick- 
ly with disagreeable fecal odor and fecal 
water in the large bowel. 

5. In the study of low back pain and pel- 
vic pain, the sigmoidoscopic procedure is 
of paramount importance. 


ZUSAM MENFASSUNG 


1. Die Verfasser heben die grosse Be- 
deutung der sigmoidoskopischen Unter- 
suchung als routinemassiges Verfahren in 
der Erkennung des Mastdarmkrebses her- 
vor, der bei Mannern die zweithaufigste 
bésartige Erkrankung darstellt und bei 
Frauen an vierter Stelle steht. 

2. Die Réntgenuntersuchung ist zur 
Entdeckung von Erkrankungen innerhalb 
der letzten 12,5 bis 15 Zentimeter des 
Dickdarms durchaus unzuverlassig. 

3. Die verschiedenen K6rperlagen, in 
denen die Sigmoidoskopie ausgefiihrt wer- 
den kann, werden beschrieben, und die 
Vorteile der verschiedenen Positionen 
werden hervorgehoben. 

4. Es wird auf den von Swinton ange- 
wedenten Apparat hingewiessen, der die 
sigmoidoskopiche Untersuching erleichtert 
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und den unangenehmen Kotgeruch und 
den wasserigen Kotinhalt des Dickdarms 
beseitigt. : 

5. Bei der Untersuchung von Schmer- 
zen im unteren Riickenabschnitt und im 
kleinen Becken ist die Sigmoidoskopie von 
ausserordentlicher Wichtigkeit. 


RIASSUNTO 


1. La sigmoidoscopia é un metodo di 
grande importanza che deve entrare come 
pratica abituale nella diagnosi di cancro 
del retto; questo tumore sta al secondo 
posto come frequenza fra i tumori maligni 
del sesso maschile e al quarto fra quelli di 
sesso femminile. 

2. La radiologia é assolutamente insuf- 
ficiente per scoprire le lesiioni delgi ultimi 
12-15 cm. di intestino. 

38. Viene descritta la tecnica della sig- 
moidoscopia nelle varie posizioni, con i 
relativi vantaggi. 

4. Si accena all’apparecchio usato dal 
Dr, Swinton, che facilita l’esame sigmoido- 


scopico allontanando le feci dall’intestino. 

5. La sigmoidoscopia é di capitale im- 
portanza anche nello studio dei dolori sac- 
rali e di quelli pelvici. 


RESUMEN 


Los autores sefalan la gran utilidad del 
estudio sigmoidoscépico rutinario en el 
descubrimiento del cancer del recto; que 
es el padecimiento maligno en segundo lu- 
gar por su frecuencia en el hombre y en 
cuarto lugar en la mujer. 

2. El examen roentgenol6gico es com- 
pletamente inadecuado para las lesiones 
de colon terminal a 12.5 o 15 cm. de la 
morgen del ano. , 

3. Se describen las posiciones mas fre- 
cuentes en los estudios sigmoidoscépicos y 
sus ventajas. . 

4. Se hace referencia al aparato del Dr. 
Swinton que facilita el estudio sigmoido- 
scépico y elimina rapidamente el olor y 
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agua fecales tan desagradables. 

5. En el estudio del dolar lumbar y del 
dolor pélvico, la sigmoidoscopia es de gran 
importancia, 


SUMARIO 


1. Os autores salientam a importancia 
do estudo sigmoidoscépico como processo 
de rotina para a pesquiza do cancer do 
reto, que constitui a segunda afeccao ma- 
ligna em freqiiéncia no homen e a quarta 
na mulher. 

2. O exame radiografico é inteiramente 
inadequado para lesdes dos 12 a 15 cm. 
terminais do intestino grosso. 

3. As posicdes comuns para 0 estudo sig- 
moidoscépico sao descritas e suas vanta- 
gens indicadas. 

4. E citado o aparélho usado pelo Dr. 
Swinton, o qual facilita o estudo sigmoido- 
scopico e rapidamente elimina o desagra- 
davel odor fecal e agua fecal do intestino 
grosso. 

5. A investigacéo sigmoidoscépica é de 
maxima importancia no estudo das doéres 
lombares e pélvicas. 


RESUME 


1. Les auteurs insistent sur |’impor- 
tance de l’examen proctosigmoidoscopique 
comme procédure commune pour découv- 
rir le cancer du rectum qui prend la se- 
conde place de fréquence parmi les mala- 
dignes des hommes et la quatriéme place 
parmi les femmes, 

2. L’examen des rayons-a est absolument 
insuffisant pour découvrir les lésions des 
derniers 12.5 a 15 cm. du gros intestin. 

3. Les differentes positions pour |’ex- 
amen sigmoidoscopique sont décrites et 
leurs advantages son expliquées. 

4. L’instrument du Dr. Sinton est re- 
commandé, qui fait l’examen sigmoido- 
scopique facile et enléve en vitesse |’odeur 
désagréable et l’eau fécale du gros intes- 
tin. 
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5. Dans l’etude des douleurs du bas du 
dos et du bassin la procedure sigmoido- 
scopique est d’une importance extraordi- 


naire. 
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We think our civilization near its meridian, but we are yet only at the cock- 


crowing and the morning star. 


—Emerson 


How can we expect a harvest of thought who have not had a seed-time of 


character ? 


—Thoreau 





A Method for Control of Anorectal Hemorrhage 


GEORGE R. MARSHALL, M.D., F.I.C.S., D.A.B. 


(Proctology), F.AP.S. 


SEATTLE, WASHINGTON 


at very inopportune times and 

places—in the home, in the hospital 
and at midnight when it is difficult to as- 
semble the operating room staff. Further- 
more, postoperative bleeding is one of the 
chief complications of anorectal surgical 
procedures. Hemorrhage occurring within 
the first few hours after an anorectal op- 
eration is almost always due to active 
bleeding from one or more small marginal 
vessels or from vessels of one of the typi- 
cal internal quadrants of the anorectum. 
Such bleeding usually saturates the dress- 
ings, and it is important that these be in- 
spected frequently during the immediate 
postoperative period. 

Bleeding of this type can be serious. In 
the past it has been necessary to return 
the patient to the operating room, to re- 
peat the anesthesia and to insert a gauze 
pack into the rectum through an anoscope 
or identify the bleeding point and ligate 
it. This is disturbing to everyone, and 
most of all to the patient. Having faced 
this problem on a number of occasions, I 
devised a simpler method for the manage- 
ment of such bleeding. The results of its 
use have been gratifying. 

A 16 F Bardex* urethral catheter with 
a 30 cc. balloon is lubricated and inserted 
into the rectal ampulla for a distance of 
about 4 inches (10 cm.). The balloon is 
inflated with either air or water by means 
of a Davol infant rectal syringe of 1 ounce 
capacity.** The inflation tube is clamped 


geen hemorrhage may occur 


From the game of Proctology, Columbus Hospital, 
Seattle, Washingto' 

Submitted tor sahilaatien ease 22, oo 
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**Davol Rubber Co., Provid = Rhode Island. 
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off with a disposable V-Clip} as shown in 
Fig. 1. Downward traction is made upon 
the catheter so that pressure is exerted 
above the anorectal ring, and the catheter 
is taped to the buttock. Counterpressure 
from below is exerted by means of a peri- 
neal pad and T-binder (Fig. 2). The prin- 
ciple is similar to the Buie or Burrows 
gauze hemorrhage pack.! The catheter 
method, however, does not require inser- 
tion via an anoscope; its passage and in- 
flation are simple and can be done by the 
intern or the nurse. Return to the oper- 
ating room and reanesthetization are not 
required. 

The patency of the catheter permits the 
escape of gas or blood; the amount of fur- 


Fig. 1—Inflated catheter with bulb syringe and 

V Clip. The author prefers to use an infant rec- 

tal syringe of 30 cc. capacity because it is much 
easier to manipulate than a glass syringe. 
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Fig. 2.—Catheter inserted and downward trac- 
tion applied and maintained by means of adhesive 
tape. 


Fig. 3.—Counterpressure applied by means of a 
perineal pad and an elastic T binder. 


ther bleeding thus can be observed if it 
occurs, permitting one to plan a transfu- 
sion if required. The proceaure is atrau- 
matic, and the balloon is well tolerated by 
the patient. There is no stimulation of the 
bowel movement reflex, because the rectum 
is decompressed through the catheter. 
Should the catheter be blocked by feces, it 
may be cleared by means of gentle irriga- 
tion with a little water or air. Ordinarily, 
the balloon is deflated and the catheter 
slipped out in twenty-four hours. 
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The balloon method has been used effec- 
tively for the control of vesical and eso- 
phageal hemorrhage. Its use is indicated 
for hemorrhage complicating hemorrhoid- 
ectomy, fistulectomy, fistulotomy, the in- 
jection treatment of internal hemorrhoids 
and other anorectal procedures. 


SUMMARY 


A simple, practical method of control- 
ling anorectal hemorrhage, especially of 
the postoperative type, is described. It 
utilizes a balloon catheter with traction 
and counterpressure. 


RESUME 


Une méthode simple et pratique pour 
arréter les hemorrhagies anorectales, spe- 
cialément celles qui apparaissent aprés 
une opération est décrite. La méthode se 
sert d’un catheter ballon avec traction et 
contrepression. 


SUMARIO 


E apresentado um método simples e 
pratico para o contréle da hemorragia ano- 
rectal, especialmente a que se da no pés- 
operatorio. O método compreende a utili- 
zacao de um cateter com balao, com tracéo 
e contra-pressao. 


RESUMEN 


Se describe un método simple y practico 
que se presenta particularmente después 
de la operacién. El] método se realiza con 
una sonda balonada con traccién y presion. 


ZUSAM MENFASSUNG 


Es wird ein einfaches praktisches Ver- 
fahren zur Stillung anorektaler besonders 
nach Operationen auftretender Blutungen 
beschrieben. Die Methode beruht auf der 
Anwendung eines Ballonkatheters, der 
durch Zug und Gegendruck wirkt. 
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RIASSUNTO palla con trazione e controtrazione. 


Viene descritto un metodo pratico per REFERENCE 
dominare le emorragie anorettali, e in 


particolare quella post-operatorie. I] me- 1. Buie, L. A.: Practical Proctology. Philadel- 
phia: The W. B. Saunders Company, 1927, pp. 91- 


todo consiste nell’impiego di un cateterea = 94. 


The genius of humanity is the right point of view of history. The qualities 
abide; the men who exhibit them have now more, now less, and pass away; the 
qualities remain on another brow. No experience is more familiar. Once you saw 
phoenixes: they are gone; the world is not therefore disenchanted. The vessels on 
which you read sacred emblems turn out to be common pottery; but the sense of 
the pictures is sacred, and you may still read them transferred to the walls of the 
world. For a time our teachers serve us personally, as metres or milestones of 
progress. Once they were angels of knowledge and their figures touched the sky. 
Then we drew near, saw their means, culture and limits; and they yielded their 
place to other geniuses. Happy, if a few names remain so high that we have not 
been able to read them nearer, and age and comparison have not robbed them of 
a ray. But at last we shall cease to look in men for completeness, and shall content 
ourselves with their social and delegated quality. All that respects the individual 
is temporary and prospective, like the individual himself, who is ascending out of 
his limits into a catholic existence. We have never come at the true and best benefit 
of any genius so long as we believe him an original force. In the moment when he 
ceases to help us as a cause, he begins to help us more as an effect. Then he appears 
as an exponent of a vaster mind and will. The opaque self becomes transparent with 
the light of the First Cause. 

Yet, within the limits of human education and agency, we may say great men 
exist that there may be greater men. The desiny of organized nature is ameliora- 
tion, and who can tell its limit? It is for man to tame the chaos; on every side, 
whilst he lives, to scatter the seeds of science and of song, that climate, corn, animals, 
men, may be milder, and the germs of love and benefit may be multiplied. 

—Emerson 





Primary T dbiebeilliwis of the Stomach 


Associated with Intestinal Pneumatosis 


NIHAT DORKEN, M.D., F.I.C.S. 
ISTANBUL, TURKEY 


RIMARY tuberculosis of the stomach 
P is rarely encountered except during 
the remissions of its evolution, when 
gastrointestinal manifestations may be 
observed, apparently due to secondary gas- 
tric tuberculosis resulting from tubercu- 
losis of an adjacent organ. Primary tuber- 
culosis of the stomach is unusual. For a 
long time its very existence was regarded 
as doubtful, but many reported observa- 
tions have eliminated this doubt. Clanbitt 
has observed tuberculosis of the stomach 
in 48 of 12,000 necropsies (0.4 per cent). 
Goode observed 0.2 per cent in 71,874 
necropsies. In the Mayo clinic the inci- 
dence rate recorded in 7,416 gastric opera- 
tions was 0.35 per.cent. 
In the presence of pulmonary tubercu- 
losis, bacilli can be detected in the gastric 
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Fig. 1—Normal roentgenogram taken initially in 
case of F. G. (see text). 
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juice in almost every case. Nevertheless 
it is difficult to understand the low inci- 
dence of tuberculosis localized to the stom- 
ach. These authors expressed the opinion 
that tuberculous infection is disseminated 
by the blood stream, for the Koch bacillus, 
being acid-resistant, can survive exposure 
to the gastric juice. 

Tuberculosis of the stomach can be di- 
vided into two main types, primary infec- 
tion and secondary infection. In the sec- 
ondary type, in addition to infection of the 
stomach, the lungs, peritoneum, bone and 
joints are usually involved. This type of 
tuberculosis may be either acute or sub- 
acute. 

In the case here reported, primary tu- 
berculosis of the stomach was not associ- 
ated with lesions of other parts of the 
body. The condition occurs predominantly 
in young adults. My patient was 25 years 
old. Chiray and his colleagues have ex- 
pressed the conviction that in such cases 
the site of primary inoculation is the 
stomach. 

Arloing and Lee have observed in their 
experimental work that intravenous injec- 
tion of the bacillus caused the ulcerative 
type of tuberculous lesion in the stomach. 
It can be deduced from this experience 
that involvement occurs in a circulatory 
system. The same authors have found the 
toxins as effective as the bacillus itself. 
They have noted that injection of the tox- 
ins also was followed by the ulcerative 
type of gastric tuberculosis. 

As a matter of fact, the pathogenesis of 
gastric tuberculosis has not yet been de- 
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termined. It is assumed that in the great 
majority of cases the pathologic agents are 
carried by the blood stream, though in 
some instances they may be carried by the 
lymphatics. Unfortunately, there are no 
pathognomonic signs in the clinical picture 
of gastric tuberculosis. In some cases it 
stimulates carcinoma of the stomach. In 
some others, as in the case here reported, 
the signs are due to pyloric stenosis. The 
clinical diagnosis is most difficult. 

Again, as in this case, the diagnosis can 
be understood only on the basis of his- 
tologic examination. In this instance the 
gastric tuberculosis was associated with 
intestinal pneumatosis, and for this reason 
it is doubly interesting. As is well known, 
intestinal pneumatosis is characterized by 
gas-containing multiple cysts located in 
the mesentery and in the intestinal walls. 
Many theories have been set forth to ex- 
plain this pathologic picture. Some au- 
thors accept it, but others do not. 

It has been shown by the experimental 
studies that, if tension in the alimentary 


tract is elevated, gas can pass through the 
intestinal walls. As a rule intestinal pneu- 
matosis is associated with gastric ulcer, 
pyloric stenosis or tuberculosis of the 


Fig. 2.—Normal roentgenogram of lungs in case 
of patient F, G. (see text). 
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Fig. 3.—Photograph taken at laparotomy, reveal- 
ing small intestine and mesentery covered with 
pneumatoid masses. 


Fig. 4.—Resected stomach. Both macroscopically 
and microscopically the specimen confirmed the 
diagnosis of tuberculosis (see text). 


stomach; in this case there was pyloric 
stenosis. In Yenerman’s opinion, the py- 
lorus in a case of organic pyloric stenosis 
can be completely occluded by some spastic 
mechanism, and this causes the accumula- 
tion of secretions in the stomach. If the 
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Fig. 5.—Photograph of F. G. seven months after 
the operation, at which time no signs of recur- 
rence were evident. 


spasm that keeps the pylorus occluded re- 
duces the secretions of gastric juice, the 
intestines are rapidly drained, and, as a 
result, gas in the intestines is under pres- 
sure and is forced .to leave the intestinal 
tract. The same author has proved his 
thesis by his experimental studies. 


REPORT OF CASE 


F. G., a man 25 years old, came to the clinic 
complaining of loss of weight, distention of 
the epigastrium and vomiting. These com- 
plaints had started three years earlier, with 
slight and nonperiodic pain. No abnormalities 
could be observed on roentgen examination 
(Fig. 1). Two years after onset of the initial 
symptoms the pain and distention increased. 
An appendectomy was performed, but vomit- 
ing and loss of weight continued to increase. 
No hematemesis or melena had been observed. 
No pathologic changes were observed in 
roentgenograms of the lungs (Fig. 2). The 
liver and spleen could not be _ palpated. 
Roentgen examination showed that the stom- 
ach was below the iliac spine, and no defect 
was observed. The Wassermann and Kahn re- 
actions were negative. The erythrocyte count 
was 3,600,000 per cubic millimeter of blood, 
with 75 per cent hemoglobin. The leukocyte 
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count was 7,200 per cubic millimeter. Exami- 
nation of the urine showed no pathologic 
change. 

The patient was operated on for pyloric 
stenosis on March 4, 1951. Laparotomy was 
performed through a supraumbilical medial 
incision. When the peritoneum was opened, 
the small intestine and the mesentery were 
covered with pneumatoid masses varying in 
size (Fig. 3). The stomach was pushed back 
by these masses. On exploration of the stom- 
ach it was observed that the pylorus was 
almost completely obstructed. There were no 
signs of cicatrization due to peptic ulceration. 
Gastrectomy by Billroth’s technic was per- 
formed. Microscopic and macroscopic ex- 
amination of the stomach confirmed the diag- 
nosis of tuberculosis (Fig. 4). The lymph 
nodules removed with the stomach showed 
tuberculous pathologic changes. 

No complication appeared during the post- 
operative stage, and the patient left the clinic 
fourteen days later, in good condition. He was 
examined seven months after the operation, 
and there was no sign of the symptoms. He 
had gained 13 Kg. in weight (Fig. 5). 


SUMMARY 


A case of primary tuberculosis of the 
stomach associated with intestinal pneu- 
matosis is reported. The rarity of the con- 
dition and the difficulty of clinical diag- 
nosis of diseases of the stomach are 
considered adequate reasons for reporting 
the case. 


ZUSAM MENFASSUNG 


Es wird ein Fall von mit Pneumatose 
des Darmes vergesellschafteter primarer 
Magentuberkulose berichtet. Die Selten- 
heit der Erkrankung und die Schwierig- 
keiten klinischer Erkennung von Magen- 
krankheiten lassen die Verdéffentlichung 
des Falles als hinreichend gerechtfertigt 
erscheinen. 


SUMARIO 
E apresentado um caso de tuberculose 


primaria do estOémago, associada a pneu- 
matose intestinal. A raridade desta afec- 
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cao e a dificuldade do diagnéstico clinico 
das moléstias do est6mago sao considera- 
das razdes suficientes para_a apresentacao 
do caso. 


RIASSUNTO 


Vienne descritto un caso di tubercolosi 
primitiva dello stomaco associata a pneu- 
matosi intestinale. La rarita dell’affezione 
e la difficolta della diagnosi clinica giusti- 
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ficano la segnalazione di questo nuovo caso. 


RESUME 


Un cas de tuberculoase primaire de |’es- 
tomac, associée 4 une pneumatose intes- 
tinale, est rapporté. On considére que la 
rareté de cet état et la difficulté du diag- 
nostic clinique sont des raisons suffisantes 


pour rapporter le cas. 


. . . Aversion to noise I shall explain as follows: If you cut up a large diamond 
into little bits, it will entirely lose the value it had as a whole; and an army divided 
up into small bodies of soldiers, loses all its strength. So a great intellect sinks to 
the level of an ordinary one, as soon as it is interrupted and disturbed, its attention 
distracted and drawn off from the matter in hand: for its superiority depends upon 
its power of concentration—of bringing all its strength to bear upon one theme, 
in the same way as a concave mirror collects into one point all the rays of light that 
strike upon it. Noisy interruption is a hindrance to this concentration. That is why 
distinguished ‘minds have always shown such an extreme dislike to disturbance in 
any form, as something that breaks in upon and distracts their thoughts. Above all 
have they been averse to that violent interruption that comes from noise. Ordinary 
people are not much put out by anything of the sort. The most sensible and 
intelligent of all nations in Europe lays down the rule, Never Interrupt! as 
the eleventh commandment. Noise is the most impertinent of all forms of interrup- 
tion. It is not only an interruption, but also a disruption of thought. Of course, 


where there is nothing to interrupt, noise will not be so particularly painful. Oc- 
casionally it happens that some slight but constant noise continues to bother and 
distract me for a time before I become distinctly conscious of it. All I feel is a 
steady increase in the labor of thinking—just as though I were trying to walk with 


a weight on my foot. At last I find out what it is. 
—Schopenhauer 





The Surgical Treatment of Pilonidal Disease 


KARL ZIMMERMAN, B.S., M.D., F.A.C.S., F.I.C.S.* 
PITTSBURGH, PENNSYLVANIA 


HE surgical treatment of pilonidal 
"[exst and sinuses has always been a 

controversial subject. Every conceiv- 
able method of closing or partially closing 
pilonidal wounds has been tried and re- 
ported. The height of interest in pilonidal 
disease was probably reached during the 
second and third years of the second World 
War, because of the large number of pa- 
tients with this condition who were being 
treated in Armed Service hospitals. At 
the San Antonio Aviation Cadet Center 
Regional Hospital during 1943 and 1944, 
there were several times when 50 patients 
with pilonidal disease were being treated 
at one time. This concentration of cases 
gave excellent opportunity for the study 
of surgical procedures. It was during this 
period that the present method of treat- 
ment was evolved. 

None of the methods used up to that 
time seemed satisfactory. If the wounds 
were closed, there were about 12 per cent 
of known recurrences. If they were left 
open after a wide excision, a period vary- 
ing from two to six months was required 
for healing. In search of a better opera- 
tive procedure for this condition, it was 
decided to review the anatomic, pathologic 
and bacteriologic factors and the surgical 
principles involved. This review was not 
very revealing. Nothing anatomically dif- 
ferent was observed in the sacrococcygeal 
region. The bacteria observed in the cysts 
were the same as those usually found on 
the skin. Pathologic sections showed that 
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the congenital sinus tracts and varying 
amounts of the cyst cavities were lined 
with stratified squamous epithelium, while 
the remaining wall was chronic inflamma- 
tory tissue. 

One of the basic principles accepted at 
that time was that all of the cyst and sinus 
must be removed or the wound would not 
heal because epithelium was left in the 
granulations. This was questioned. Why 
remove all the cyst if it is lined with strati- 
fied squamous epithelium? Why not leave 
the epithelial lining of the bottom of the 
cyst in place; remove the top, and allow 
the stratified squamous epithelium of the 
cyst to join that of the skin? This might 
leave some deformity, but it would cer- 
tainly free the patient of symptoms. The 
difficulty with this reasoning was that not 
one of my pathologic sections showed a 
pilonidal cyst cavity completely lined with 
epithelium. 

Another condition that demanded atten- 
tion was the presence of foreign bodies in 
infected wounds. Most war wounds have 
foreign material in them. Flying metal 
carries clothing and dirt into the wounds 
and infects them. These infected wounds 
do not heal until the foreign material is 
removed. The same principle applies to 
the use of nonabsorbable sutures. If the 
wound in which nonabsorbable sutures 
have been used becomes infected, it will 
not heal until the sutures involved are re- 
moved. About one-half of pilonidal cysts 
contain hair, and all of them must cer- 
tainly contain sloughed-off cornified epi- 
thelium. 

With these two principles in mind, it 
was decided to unroof a few pilonidal 
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cysts, wipe out the cavities with gauze and 
watch the healing. Each wound was ex- 
amined every day. Areas of epithelium 
remaining in the sinuses or cyst cavities 
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Treatment of pilonidal disease. A, preoperative photograph. B, probe in congenital sinus. C, over- 

lying tissue separated. D, tract wiped clean. E, epinephrine cotton in place. F’, photograph taken 

four days after the operation. G, H and I, photographs taken respectively seventeen, eighteen and 
twenty-two days after the operation. 


could be differentiated easily from the 
granulations of the rest of the wound by 
gross examination. The chronically in- 
flamed tissue became clean, firm, healthy 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


granulation tissue in a week to ten days. 
When these granulations were healthy and 
had partially filled the defect, epithelium 
from both the pilonidal cyst and the skin 
began to cover them. Occasionally an area 
in the wound would not heal as usual, The 
granulations would remain dirty and soft, 
and there would be an excess amount of 
drainage. When this condition was pres- 
ent, the area was probed for the presence 
of a tract that had been missed. If such a 
tract was found, the tissue over it was in- 
cised and the cavity wiped clean with 
gauze. When no tract was found, the area 
was wiped clean or cauterized by electric 
coagulation or stick silver nitrate. Coag- 
ulation was used in these cases in the ex- 
pectation that any foreign material would 
come away with the slough. While more 
information about the healing of these 
wounds was being accumulated, less and 
less of the roof was removed, until the 
present method was evolved. 

The surgical procedure now used is the 
outcome of these observations, and is a 
simple one. Local,.spinal or general anes- 
thesia may be employed. A probe is passed 
into the opening or openings to the cyst. 
Whether the openings are the congenital 
ones of the sinus tracts or openings ac- 
quired because of infection makes no dif- 
ference. All openings are probed and the 
overlying tissue divided. Overhanging tis- 
sue is lifted up, and the linings of the cyst 
and sinuses are wiped clean with gauze. 
The lining is then explored for any side 
tracts, and the area around the incisions 
is palpated for induration that might in- 
dicate another tract. If one is found, it is 
unroofed in the same manner as the pre- 
vious ones. The only time any tissue is re- 
moved is when the cavity is small but deep 
and there is danger that the top of the 
wound will close over before it is filled 
with granulations. In these instances the 
outer edges of the wound are cut away so 
as to “saucerize” it. Bleeding points are 
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not tied, but only clamped, until the oper- 
ation is finished. At this time the clamps 
are removed, and a piece of gauze satu- 
rated with 1:5000 epinephrine solution is 
inserted into the wound. A pressure dress- 
ing is then applied. 

After six hours the pressure dressing is 
removed, and wet dressings of boric acid 
or saline solution are placed over the epi- 
nephrine gauze. The next day the epineph- 
rine-saturated gauze is removed and the 
wet dressings continued. If there is bleed- 
ing, another epinephrine-saturated piece 
of gauze is inserted. If not, the patient is 
discharged on the second postoperative 
day and returns to the office daily for in- 
spection and dressings. Wet dressings are 
continued at home until the wound is free 
from gross signs of infection and the 
granulations are healthy. This requires 
from eight to ten days. When this degree 
of healing is reached, the wet dressings 
are replaced by dressings of a water-solu- 
ble preparation such as Furacin, and the 
wound is examined every two or three 
days. 

This method has now been used in my 
service in more than 500 cases. The aver- 
age time required for complete epitheliza- 
tion is twenty-three days. The known re- 
currence rate is less than 2 per cent. 

Since this method is contrary to the long 
accepted principle that all the lining of 
pilonidal cysts must be removed if they 
are to heal, some pictures of the surgical 
procedure and the healing are presented. 


SUMMARY 


A simple and effective surgical method 
of treating pilonidal disease is presented. 
Although this method has been used suc- 
cessfully in more than 500 cases, it contro- 
verts the long-accepted belief that all the 
lining of a pilonidal cyst must be removed 
if a cure is to be expected. 

Photographs are presented to substan- 
tiate the statements made. 
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Der Verfasser beschreibt eine Methode 
der Behandlung pilonidaler Zysten, bei der 
weniger als. zwei Prozent Riickfalle beo- 
bachtet werden. Das Verfahren erfordert 
nicht, wie allgemein empfohlen wird, eine 
vollige Entfernung der Zyste. Zur vélligen 
Epithelisierung sind im Durchschnitt 23 
Tage erforderlich. 


RESUME 


L’auteur présente une méthode de 
traitement des cystes pilonidales avec 
moins de 2% de récidives. Elle ne de- 
mande pas |’enlievément total de la cyste 
comme c’est recommandé en général. Le 
temps moyen pour l’epithélisation com- 
pléte est 23 jours. 


RIASSUNTO 


L’autore presenta un metodo di cura 
delle cisti sacrococcigee che consente una 
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riduzione delle recidive a meno del 2%. 
Tale metodo non comporta |l’asportazione 
totale della cisti come di solito si racco- 
manda. I] tempo medio necessario per la 
complete epitelizzazione é di 23 giorni. 


RESUMEN 


El autor presenta un método para tratar 
los quistes pilonidales, que se conoce re- 
cidivan en menos de dos por ciento. No 
extirpa completamente al quiste como se 
recomienda comunmente. El] tiempo pro- 
medio que se requiere para la epitelizacion 
completa es de veintitrés dias. 


SUMARIO 


O autor apresenta um método de trata- 
mento dos cistos pilonidais, com recidiva 
corhecida de menos de 2%, que nao im- 
plica na retirada de todo o cisto, conforme 
em geral é recomendado. O tempo médio 
necessario para a epitelizacéo completa é 
de 23 dias. 


The one outstanding thing which science cannot do is to control human beings. 


It has discovered no secret whereby greed, cruelty and lust can be exorcised. It has 


not abolished fear. When it has done its utmost to make life comfortable, easy and 


well ordered, the deeper hungers of human beings remain unsatisfied—the hunger 


for love and the hunger for spiritual life. 


—Gray 





Experimental Studies on the Ideal Fabric for 
Plaster of Paris Casts 


GASTAO D. VELLOSO, M.D., F.I.C.S.* 
RIO DE JANEIRO, BRAZIL 


world over as a standard material 

for making casts for the retention of 
fractured bones and for various correc- 
tive orthopedic procedures. The most con- 
venient means of applying plaster of paris 
to a patient is by bandages impregnated 
with the material. The investigation re- 
ported in this paper was prompted by the 
wide divergence of opinions with regard 
to the fabrics used to contain the plaster. 

Luck (1944) pointed out that the final 
quality of a plaster cast is determined 
more by the technic of applying the plas- 
ter bandages than by any other single fac- 
tor. In spite of this investigation, almost 
every group of orthopedic surgeons has a 
preference in materials that apparently 
has been determined by custom rather 
than by the results of scientific tests. 

As far as the plaster itself is concerned, 
several papers have dealt with the size 
of the grain and the factors and mecha- 
nism of setting. On the other hand, little 
attention has been directed toward the 
gauze or crinoline used to support the plas- 
ter on the bandages. Mathysen (cited by 
Monro, 1935) even avoided starched fab- 
rics altogether. Most specialists contend 
that a starchless gauze does not provide 
sufficient ‘“‘skeleton” to allow the bandage 
and plaster to become uniformly wet. Ta- 
ble 1 summarizes current opinions about 
this problem. 


Prone of paris is accepted the 
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Another point of variability relates to 
the number of meshes per square centi- 
meter of the fabric. Different sizes of plas- 
ter grain would appear to be related to the 
requirements for construction of the fab- 
ric, except that the plaster grain varies 
within narrow limits. Table 2 summarizes 
recommendations on construction of the 
gauze mesh. 

The purpose of this paper is to find out 
how far the conclusions drawn from every- 
day work in the plaster-room agree with 
the results of some standardized mechan- 
ical tests on cylinders prepared with the 
same plaster of paris but with various 
types of fabric, both starched and un- 
starched. 

The experiments dealt with eleven types 
of gauze and crinoline. 

Experiments. — The data recorded on 
the experiments have no direct bearing on 
clinical use; they are given as a record of 
the experimental conditions. Therefore, it 
should be clear that I do not imply that it 





TABLE 1.—Gauze Preferred by Various Authors 





Starchless 


Mathysen (1854) 
Starchless or starched 


Hoffa (1900) 

Redard (1907) 
Serra (1923) 
Calot (1926) 
Matti (1934) 
Hass (1934) 
Ducroquet (1937) 
Campbell (1939) 
McLin (1940) 
Schneck (1942) 
Key, Conwell (1942) : 
Dickson, Lee, Speed (1943) 
Geckeler (1944) 
Quigley (1945) 
Watson-Jones (1945) 
Zucchi (1945) 

















Starchless 
Starched 














VOL. XXIV, NO. 1 VELLOSO: FABRIC FOR PLASTER CASTS 


Gauze, 8 x 5 Gauze, 10 x 7 Gauze, 11 x 8 


Gauze, 11 x 8 


Crinoline, 10 x 7 Crinoline, 11 x 8 Crinoline, 12 x 9 


Crinoline, 12 x 10 Crinoline, 15 x 11 


Types of gauze and crinoline (sq. cm.) commercially available in Brazil (see text). 
108 
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TABLE 2.—Mesh Preferred by Various Authors 


Hoffa (1900) 

Redard (1907) 

Serra (1923) 

Calot (1926) 

Speed (1935) 

McLin (1940) 28 by 32 (sq. in.)* 

McCauley (1940) Preferably 28 by 32 
(sq. in.)*; 24 by 28 also good** 

Schneck (1942) 

Key, Conwell (1942) 

24 to 20 meshes (sq. in.),f or even wired 
Dickson, Lee, Speed (1948) ....32 meshes (sq. in.) 
Geckeler (1944) 32 to 28 threads (sq. in.) 
Quigley (1945) 24 meshes (sq. in.) 
Watson-Jones (1945) Wide mesh 
Zucchi (1945) 9 or 10 threads (sq. cm.) 


*About 11 by 13 meshes (sq. cm.) 
** About 10 by 11 meshes (sq. cm.) 
yAbout 10 by 8 meshes (sq. cm.) 





9 threads (sq. cm.) 
7 or 8 threads (sq. cm.) 
Wide mesh 





is necessary to have standard conditions 
of temperature and time of soaking in the 
practical application of plaster casts to pa- 
tients. 

With minor differences the technic was 
the same as that employed by Luck (1944) 
for his studies on the “critical point,” the 
effect on the cast of soaking the bandages 
in water at different temperatures, etc. 


According to Luck, the result of a com- 
pression-test was considered the most re- 
liable indication of the strength of the 
plaster-fabric combination. 

Various types of fabric commercially 
available in Brazil (see illustration) were 
cut into strips 450 cm. long and 10 cm. 


wide. The plaster bandages were hand- 
made by the same person. Any bandage 
made of the same fabric was rejected if it 
presented a weight variance above 3 per 
cent. The plaster of paris was of the type 
that has been in satisfactory use for clin- 
ical purposes at this hospital for a long 
time. The plaster was uniform and came 
from the same box. It sets in about ten 
minutes, under the conditions of the fairly 
stable climate here. 

The plaster bandages were immersed for 
four minutes in a basin containing 4 liters 
of water at 30 degrees Centigrade. The 
excess water was squeezed out of the ban- 
dages by light manual compression at the 
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ends. Each was then rolled on a three- 
piece cylindric wooden form. Each plaster 
cylinder was made of three plaster ban- 
dages rolled evenly. After the ends had 
been sawed square and polished they were 
15 cm. long and 12.5 cm. in internal diam- 
eter. The weight of the cylinders varied, 
because all types of fabric did not hold the 
same amount of plaster of paris. The 
cylinders were dried for seven days at 
room temperature before testing. 

The longitudinal compression tests were 
made with an Amsler press of 100 tons, 
of the type used by engineers to measure 
the compression resistance of materials in 
the construction industry. 

Results. — The results are presented in 
Table 3. Figures indicating the percent- 
age of the ingredients are tabulated, and 
the weight of the cylinders as well. The 
weight should indicate the relation be- 
tween plaster mass and compression re- 
sistance. The “index” expresses the calcu- 
lated resistance of 1 Gm. of the plaster- 
fabric combination under the conditions 
of the experiment. The resistance read- 
ings obtained were the average of at least 
two experiments for each kind of fabric. 

It is interesting to observe that crino- 
line No. 10 gave the lowest resistance. This 
was the only fabric employed in the ex- 





TABLE 3.—Experimental Results 





(sq. em.) 

% Plaster on 
Dry Bandage 
Weight of 
Cylinders, Gm. 
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periments that was generally used in 
clothing manufacture. Since it was very 
heavily starched, this observation corrob- 
orates an opinion previously expressed by 
Mathysen, that such fabrics are not suit- 
able for medical use. 

There was a very clear-cut difference 
between starched and unstarched fabrics. 
Starchless fabric makes a plaster cast that 
is not as strong for a given weight as is a 
similar cast of starched fabric. 

The variation of resistance of cylinders 
of fabric of a given type — starched or 
starchless — is not proportionate to the 
percentage of plaster in the plaster ban- 
dage, nor does the resistance increase with 
the number of threads to the square centi- 
meter. The results of the tests indicate 
clearly that a starched fabric 11 by 8 
threads to the square centimeter makes 
the strongest experimental cylinders. 

In‘a separate series of experiments, sev- 
eral types of fabric alone were tested for 
traction-resistance on a Goodbrand ap- 
paratus. No relation could be found be- 
tween the traction resistance alone and the 
compression resistance of the plaster-fab- 
ric combination. 


SUMMARY 


The author reports certain experimen- 
tal studies of his own, performed in the 
attempt to discover the ideal fabric for 
plaster of paris casts. The results obtained 
are tabulated. Starched and unstarched 
fabrics were compared. It was observed 
that starchless fabric makes a plaster cast 
that is less strong (for a given weight) 
than does starched fabric. The strongest 
experimental cylinders were made of a 
starched fabric with 11 by 8 threads to the 
square centimeter. 


SUMARIO 


O autor apresenta seus estudos experi- 
mentais feitos com o objetivo de descobrir 
o tecido ideal para aparélhos gessados. Os 
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resultados obtidos s&o apresentados em 
quadros. Sao comparados tecidos amida- 
dos e nao amidados. Foi observado que o 
tecido amidado resulta num aparélho me- 
nos resistente (para um dado péso) do 
que o amidado. Os cilindros experimentais 
mais fortes foram feitos com tecido ami- 
dado com 11 por 8 fios por centimetro 
quadrado. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber von ihm 
selbst ausgefiihrte experimentelle Unter- 
suchungen mit dem Ziel, das ideale Mate- 
rial zur Anlegung von Gipsverbanden zu 
finden. Die Ergebnisse sind in Tabellen- 
form dargestellt. Gestarkte und unge- 
starkte Stoffe wurden verglichen, und es 
zeigte sich, dass das ungestirkte Material 
(fiir ein gegebenes Gewicht) einen weni- 
ger festen Gipsverband ergibt als das ge- 
starkte Material. Die stahksten experi- 
mentellen Zylinder bestanden aus einem 
11 mal 8-fadigen (pro Quadratzentimeter) 
gestarkten Stoff. 


RIASSUNTO 


L’autore riferisce sulle sue ricerche spe- 
rimentali condotte allo scopo di trovare il 
tessuto pill’ adatto per gli apparecchi ges- 
sati. Egli ha paragonato tessuti amidati 
e non amidati; con questi ultimi si otten- 
gono deglistampi che sono meno resistenti 
(a parita di peso) di quelliche si ottengono 
con tessuti amidati. I cilindri sperimen- 
tali pit: resistenti sono quelli ottenuti con 
tessuti amidati aventi una trama di 11 per 
8 fili per centimetro quadrato. 


RESUMEN 


El autor comunica ciertos estudios ex- 
perimentales realizados por él, con el in- 
tento de descubrir una manufactura ideal 
para el yeso de Paris; sus resultados se 
encuentran en una tabla. Se encuentran 
comparadas las fabricas con almid6én y las 
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sin almid6én; se observé que estas Ultimas 
hacen un yeso menos resistente (con re- 
lacié a un peso dado). Los cilindros mas 
resistentes fueron hechos con un nimero 
de 8 a 11 fibras por centimetro cudrado. 
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Men are helpful through the intellect and the affections. Other help I find a 


false appeararice. If you affect to give me bread and fire, I perceive that I pay for it 
the full price, and at last it leaves me as it found me, neither better nor worse: but 


all mental and moral force is a positive good. It goes out from you, whether you 


will or not, and profits me whom you never thought of. I cannot even hear of per- 
sonal vigor of any kind, great power of performance, without fresh resolution. We 
are emulous of all that man can do. Cecil’s saying of Sir Walter Raleigh, “I know 
that he can toil terribly,” is an electric touch. So are Clarendon’s portraits—of 
Hampden, “who was of an industry and vigilance not to be tired out or wearied 
by the most laborious, and of parts not to be imposed on by the most subtle and 
sharp, and of a personal courage equal to his best parts”—of Falkland, “who was 
so severe an adorer of truth, that he could as easily have given himself leave to 
steal, as to dissemble.”” We cannot read Plutarch without a tingling of the blood; 
and I accept the saying of the Chinese Mencius: “A sage is the instructor of a 
hundred ages. When the manners of Loo are heard of, the stupid become intelligent, 


and the wavering, determined.” 
—Emerson 
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Nasal Accessory Sinuses 
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\ X J] HEN something new hits the med- 
ical horizon, enthusiasm rages. Ev- 
erything that was old, both the 
bad and that which has been tried and 
found true, becomes obsolete. The litera- 
ture is replete with phrases like “modern 
trends” and “newer concepts,” and men 
of experience and responsibility evaluate 
the new trends for what they may be 
worth and settle down and do the things 
that they have always done and found 
useful. 

It is thus with surgical treatment of the 
sinuses. The two outstanding factors that 
influenced this type surgery are the anti- 
biotics and the broadened recognition of 
the allergic factor. The first factor has in 
no way influenced the method of opera- 
tion but has reduced the amount of surgi- 
cal treatment, because acute infections 
have been controlled to so great an extent 
that it is rare to see fulminating sinusitis 
and its serious complications—osteomye- 
litis, orbital abscesses, intracranial inva- 
sion, etc. They do occur, however, and one 
cannot let down his guard and be left in 
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the midst of such complications not know- 
ing what to do. The old methods of sur- 
gery are still required. 

The second factor mentioned, namely, 
allergy, is more concerned with the chronic 
states of the nose and sinuses. It is true 
that a few years ago there were the so- 
called radical surgeons, encouraged by 
medical men like internists and general 
practitioners, who eradicated sinuses for 
focal infection. Nasal septums were re- 
moved at the slightest provocation—e.g., 
a little deflection which was supposed to 
cause headaches, interfere with sinus 
drainage, and so forth. Recognition of the 
allergic concept has stayed this tendency 
considerably. It must be said, however, 
that the so-called conservative element in 
otolaryngology in previous years did not 
perform the radical operations the so- 
called radical ones did for the same rea- 
son. It was wrong then, as it is now, to 
resect a slightly deviated septum for no 
other reason than its deviation. Radical 
exenteration of sinuses of slightly thick- 
ened mucous membrane shown on roent- 
gen films for their possible harboring in- 
fection was wrong then as it is today. 
That was the view held by the so-called 
conservative otolaryngologists. I must 
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hasten to emphasize the word “conserva- 
tive” in contradistinction to “timid.” 
Those men were not timid. They went 
after acute fulminating conditions with 
anything but timidity. 

At present, recognition of the allergic 
factor has provided means of alleviating 
the discomforts of many chronically ill 
patients who were previously labeled 
“chronic sinusitis” and treated ad infini- 
tum. One must again state that, in spite 
of all the learned discussions pertaining 
to allergy, the vasomotor factor, auto- 
nomic disturbances, food and dust aller- 
gies and cooperation with the internist, 
pediatrician, allergist and psychiatrist, one 
frequently finds oneself helpless to re- 
lieve a number of patients, even though 
one follows the currently accepted rules. 
Because of the existence of the allergic 
factor, one cannot completely overlook the 
possibility- of chronic infection as a causa- 
tive factor and, after consideration, one 
must resort to certain types of surgical 
treatment. Malignant as well as benign new 
growths are encountered and must be rec- 
ognized, and operation is often necessary, 
if only for temporary relief. 


This brings us to surgery proper. 


Maxillary Sinus—In this sinus points 
for discussion are: First, is operation in- 
dicated? One may continue irrigating a 
chronically infected sinus for years with- 
out effecting a cure, particularly when 
there is polypoid tissue with suppuration. 
However, the risks and the morbidity rate 
of an operation for the maxillary sinus are 
comparatively negligible, so that one feels 
justified in doing such an operation after 
failure of a reasonable attempt to cure by 
irrigation. The allergic state limited to 
one sinus is hardly likely. 

Second, what type operation should be 
done? Should it be a Caldwell-Luc pro- 
cedure or an intranasal antrotomy? While 
satisfactory work can be done intranasally 
in many instances, complete removal of 
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pathologic tissue under direct vision is 
more easily accomplished through the 
canine fossa approach. The slight numb- 
ness following this operation is not suffi- 
ciently disturbing to justify deciding 
against the Caldwell-Luc technic when a 
thorough cleansing of the sinus is neces- 
sary. Of course, in young children, be- 
fore the permanent teeth have erupted, no 
surgeon would think of doing anything 
other than an intranasal antrotomy. 

Third, should one fold the flap of mu- 
cous membrane into the sinus, or just 
make a large window? Many years ago 
Ross Hall Skillern battled with this prob- 
lem and, finally getting disgusted with the 
thickening of the flap and its occasional 
enclosing pockets of infected tissue, aban- 
doned the use of the flap. I agree with 
this decision. The little edge of mucous 
membrane left is sufficient to cover the 
edge of raw bone with the packing, and 
the nasal window is left wide open, The 
inferior turbinate is left in place to pre- 
vent the entrance of too much air into the 
sinus, with the resultant dryness. 

There are other methods, which have 
given their proponents satisfactory re- 
sults but have not become very popular. 
Robinson,' in a case of hyper-plastic sinu- 
sitis, expressed himself as pleased with the 
results of packing a rubber balloon into 
the maxillary sinus and inflating it with 
oil. In his opinion, the pressure influences 
the pathologic tissue beneficially. 

Fourth, with regard to malignant dis- 
ease in the sinus, there are those who, in 
the presence of an early lesion, would rec- 
ommend complete removal of the superior 
maxilla. However, a Caldwell-Luc op- 
eration followed by radium and radiation 
serves the patient’s comfort equally well, 
with less morbidity and annoyance with 
protheses. Radical operation so far as I 
have observed, has not effected cure of 
malignant disease of the sinuses. 


The Sphenoid Sinus.—This has been a 
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more or less neglected sinus, because of its 
location and the obstruction caused by 
middle turbinate and ethmoid cells. With 
good cocainization and shrinkage, it is not 
difficult to sound and irrigate the sphe- 
noid. Unexplained meningitis has been 
traced at autopsy to unsuspected sphe- 
noiditis. In addition to the symptom of 
caccosmia there is a postnasal drip, and 
also an occipital headache that should in- 
fluence one to irrigate the sphenoid sinus. 
Operation is simple after exposure of the 
anterior wall. Proetz’s suggestion of leav- 
ing the ostium alone and entering more 
medially is well taken. I have also ob- 
served malignant disease of the sphenoid 
unsuspected until the ocular nerves situ- 
ated on its lateral aspect became para- 
lyzed. There was nothing in the nose to 
lead one to suspect such a pathologic state. 


The Ethmoids.—Surgical measures are 
not frequently employed on this sinus ex- 
cept when it causes orbital complications. 
Surgical practice here went through the 
stages of radical exenteration, slight facili- 
tation of drainage and no operation at all 
for chronic infection. The reason for vacil- 
lation was the fact that none of these meth- 
ods brought about the expected cure. With 
popularization of the external approach by 
Sewall and Ferris Smith, somewhat bet- 
ter results were obtained in cases of 
polyposis and suppuration. These, how- 
ever, were not cures. Control of allergy 
with removal of polypi seems to represent 
the stagnant position of surgeons with 
regard to this sinus, except, as has been 
mentioned in the presence of orbital com- 
plications and malignant change. Ethmoid 
sinusitis is usually associated with in- 
volvement of the maxillary and frontal 
sinuses. 

A word about the external approach is 
in order. Through a small incision in the 
region of the inner canthus so much can 
be accomplished in exploring the orbit 
and the frontal and sphenoid sinuses that 
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the technic should be part of the armamen- 
tarium of the otolaryngologist as well as 
the ophthalmologist. Acquaintance with 
the anatomic features of the adjacent re- 
gions, however, is of the utmost impor- 
tance. 


The Frontal Sinus.—Operation on this 
sinus has been the source of annoyance to 
many, not because of its difficulty of ac- 
complishment but because of frequent 
recurrence and external orbital infection. 
The number of suggestions in the litera- 
ture of handling this problem attest to 
this statement. Various inert drains left 
in situ permanently or for a long time, 
the lining of the drainage point with skin 
graft or mucous membrane graft and tan- 
talum lining have all been employed. Ac- 
tually the most satisfactory operation is 
the one all hesitate to employ: removal of 
the floor and anterior wall and obliteration 
of the sinus by compressing the skin 
against the posterior wall of the sinus. 
This naturally leaves an unsightly deform- 
ity. Many methods have been suggested 
to prevent this deformity. Killian’s was 
one, and the operation through the floor 
suggested by Lynch, Sewall and Ferris 
Smith was also aimed to prevent deform- 
ity. A thorough exenteration of the eth- 
moids, accompanied by the approach 
through the floor and an external eth- 
moidectomy approach, seems to be a great 
help. Patients whom I have seen perma- 
nently cured were those in whom, in my 
opinion, the soft tissue of the orbit granu- 
lated into the sinus, obliterating it, when 
the ethmoidectomy was also done with the 
frontal sinus operation. A recent descrip- 
tion of a procedure by Tato? and his asso- 
ciates is worth pondering. This consists 
of the use of an osteoplastic flap, contain- 
ing the periosteum and bone, obtained with 
a special drill. After removal of the patho- 
logic tissue from the frontal sinus, it is 
filled with fat obtained from the patient, 
or fibrin foam; then the mucous mem- 
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brane is pushed down like a cuff into the 
frontal ostium, and the osteoplastic flap 
is replaced. The sinus is thus obliterated. 
The size of the osteoplastic flap is prede- 
termined by the roentgen film or by use of 
mesh wire placed against the film and the 
size of the flap measured with the number 
of meshes on the wire. It sounds like an 
interesting procedure. 

This I believe is the approximate state 
of the sinus surgery as it is practiced. 


SUMMARY 


The author analyzes the bases of surgi- 
cal treatment of the sinuses, with mention 
of the influence of antibiotics and recog- 
nition of allergy as a significant factor. 
The maxillary, sphenoid and ethmoid si- 
nuses are discussed separately, with the 
author’s recommendations for the treat- 
ment of each. 


RESUMEN 


El] autor analiza las bases del trata- 
miento quirtrgico de los senos, mencion- 
ando la influencia de los antibidticos y 
reconociendo a la alergia como un factor 
significativo. Se discuten separadamente 
los senos maxilar y etmoidal, con las reco- 
mendaciones del autor para el tratamiento 
de cada uno. 


ZUSAM MENFASSUNG 


Der Verfasser untersucht die Grund- 
lagen der chirurgischen Behandlung der 
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Nasennebenhéhlen. Er erwahnt den Ein- 
fluss der Antibiotika und beriicksichtigt 
die Allergie als einen wesentlichen Faktor. 
Die Kieferhohlen, die Keilbeinhéhlen und 
die Siebbenzellen werden getrennt eror- 
tert, und der Verfasser gibt seine Emp- 
fehlungen fiir die Behandlung in jedem 
einzelnen Fall. 


RESUME 


L’auteur analyse le traitement chirur- 
gical de base des sinus, en mentionnant 
l’influence des antibiotiques et le facteur 
allergique. I] discute séparément théra- 
peutique des sinus maxillaires, des sinus 
sphénoidaux et des sinus ethmoidaux. 


SUMARIO 


Studio analitico dei fondamenti della 
terapia chirurgica delle malattie dei seni 
paranasali con menzioni all’influenza degli 
antibiotici e del valore dell’allergia quale 
fattore etiopatogenetico. I diversi seni, 
mascellari, sfenoidei ed etmoidei, vengono 
separatamente presi in considerazione, e 
Vautore da per ognuno di essi suggeri- 
menti terapeutici. 
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No man, for any considerable period, can wear one face to himself and another 


to the multitude, without finally getting bewildered as to which may be true. 


—Hawthorne 
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the form of wines, whiskeys and 

brandies has been recognized as a 
useful therapeutic agent in medicine and 
surgery for many centuries. From pre- 
biblical times to the Napoleonic era the 
great epic poems, dramas, stories, novels 
and historical records are replete with ac- 
counts of the dependence of the early 
physicians and bonesetters and the later 
military surgeons on the alcohol-contain- 
ing liquids for nourishing and sedating 
their patients. 

Although alcohol given intravenously 
has been used intermittently for many 
years, it has been only during the last 
decade that substantial and adequate stud- 
ies have been made for full exploration of 
its potentialities as an adjunct to the man- 
agement of the operative patient. Of spe- 
cial interest are the effects on nutrition, 
fluid intake, respiration, sedation and 
analgesia. 

Moore and Karp! in 1945 stated that 5 
to 10 per cent alcohol, given intravenously, 
increases the caloric intake and is a po- 
tent sedative and analgesic which can be 
substituted for the opiates and other forms 
of sedation, and that it is not attended 
with a depression of respiration. 

Behan? wrote that alcohol given intra- 
venously may be used with benefit as a 
narcotic, taking the place of morphine as 
a routine postoperative sedative. 


a administered by mouth in 


From the Department of Otolaryngology, Illinois Masonic 
Hospital, Chicago. 
Submitted for publication Oct. 81, 1954. 


Reimann’ reported that analgesia with- 
out narcosis is obtained when intravenous 
alcohol is properly administered. 

Rice and others‘ in 1948 reported that 
in 300 cases they had completely eliminated 
periods of starvation by the parenteral use 
of dextrose, amino acids and alcohol. Alco- 
hol, they also said, can provide sufficient 
postoperative sedation to eliminate most 
of the need for narcotics. 

Rice® later wrote that a mixture of dex- 
trose, amino acids and alcohol had been 
used in 800 surgical cases without any 
harmful effects. 

Grabill and others® showed that a 7.5 
per cent solution of alcohol, given intra- 
venously, is a safe, potent analgesic and 
sedative, not accompanied by respiratory 
depression. The sedative and analgesic 
properties were reported as dramatic in 
those patients upon whom operation had 
been performed with regional anesthesia, 
including caudal epidural spinal and nerve 
blocks, and with local infiltration. Pa- 
tients exhibiting preoperative apprehen- 
sion relaxed, dozed, became euphoric and 
often were amnesic as to the surgical pro- 
cedure. 

Rice, Orr and Ernquist’? in 1950 stated 
that a solution of dextrose, amino acids 
and alcohol supplemented with Vitamins B 
and C can provide parenterally the essen- 
tial elements of nutrition and that electro- 
lytes can be added as needed. ° 

Karp and Sokol® in 1951 reported the 
effects of 5 to 10 per cent alcohol in iso- 
tonic sodium chloride or 5 per cent dex- 
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trose solutions, with or without amino 
acids and vitamins, on 2,000 patients. 
With its use the need for preoperative se- 
dation by narcotics was reduced 30 to 50 
per cent. 

Rice, Strickler and Erwin® in 1952 re- 
ported the use of a solution containing 
1,000 calories per liter, in which there is 
a physiologically balanced proportion of 
carbohydrates, amino acids and additional 
calories from ethanol, 


Alcohol is primarily a depressant of the 
central nervous system and not a stimu- 
lant as it is often thought to be. It affects 
the respiratory center last, whereas mor- 
phine depresses the cerebrum and the re- 
spiratory center simultaneously. An in- 
travenous infusion of alcohol, when given 


in therapeutic controlled amounts, pro- 


duces euphoria, sedation, hypnosis, anal- 
gesia, vasodilation and other mild effects. 
It gives the patient a sense of well-being 
and a loss of anxiety, by causing mental 
sedation and dulling the power of concen- 
tration. 

Seven to twelve-cc. of 95 per cent alco- 
hol diluted to 3 to 8 per cent solutions can 
be administered parenterally to the aver- 
age-sized adult every hour without pro- 
ducing the undesirable symptoms of in- 
toxication. At this rate of administration, 
the blood alcohol level rises slowly to about 
0.05 to 0.08 Gm. per hundred cubic centi- 
meters, after which it has a tendency to 
remain stationary. Ninety to 95 per cent 
of the alcohol is utilized as energy, and 
the remainder is excreted rapidly through 
the skin, kidneys and lungs. 

At the suggestion and with the assist- 
ance of our chief anesthetist, Mr. Law- 
rence Cicio, we administered a 5 per cent 
solution of ethyl alcohol mixed with 5 per 
cent dextrose and Vitamins B and C (Bec- 
lysyl, Abbott*) to 127 patients on whom 
nasal operations were to be performed 
with local anesthesia. Fifty-four of these 
required rhinoplastic procedures, and 46 
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others underwent similar operations com- 
bined with surgical treatment of the sep- 
tum. Eight underwent septum and sinus 
operations; 2, extensive intranasal sinus 
operations; 6, nasal and tonsil operations; 
2, nasal and adenoid operations. There 
were four extensive operations for atro- 
phic rhinitis, and in 2 cases cancellous 
bone grafts were applied to the nasal 
dorsum from the iliac crest. Three pa- 
tients had cancers about the lobule requir- 
ing considerable plastic repair. 

In all cases, one hour before operation, 
10 gr. of veronal was given to the patient 
by mouth. At the same time the alcohol 
drip was started into a vein of a foot, hand 
or arm. The rate of flow varied, but as 
much as 7 to 12 cc. of alcohol or 100 to 240 
cc. of solution per hour was given. Most of 
the patients, especially those under 16 and 
over 60 years of age, did especially well 
on less rather than on more. 

At the time of taking the patient to the 
operating room we administered 50 to 100 
mg. of demerol or % gr. of morphine hypo- 
dermically. This and the veronal (given 
an hour earlier) had been used by us 
(without the alcohol) in over 4,000 cases 
during the past twenty years, with much 
satisfaction. Unfortunately, however, not 
too infrequently a patient would become 
irritable and excitable, or even frankly 
hysterical and completely unmanageable. 
Under these circumstances we resorted to 
morphine, % gr. given intravenously, 
sometimes to be repeated only too soon— 
and also to sodium pentobarbital and 
other sedatives, administered intrave- 
nously. We were sure that some of our 
patients were definitely sensitive to the 
alkaloids, while others became disoriented 
when other barbiturates were substituted 
for the veronal which we preferred. 

With the addition of the alcohol this has 
changed. No patient prepared as described 
has presented any appreciable problem—3 
patients in whose cases the timing and 
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barbiturates were changed were harder 
to manage. One to whom nembutal was 
given preoperatively was almost hope- 
lessly unmanageable, but alcohol admin- 
istered an hour afterward made the per- 
formance of the operation (in a demon- 
tration clinic) possible, though attended 
with difficulties. 

During the operations the rate of flow, 
40 to 80 drops per minute, is adjusted and 
varied according to the reactions of the 
patient. Children and young adults ex- 
hibit flushing and euphoria quickly. Older 
persons may fall asleep quite promptly. 
Such signs call for a marked diminution 
in the amount of alcohol administered. 
Three young patients had urgency to uri- 
nate. About 10 patients became very quiet 
and fell asleep but were easily aroused. If 
too much alcohol is given too quickly and a 
mild inebriation occurs, the patient be- 
comes somewhat irritable and boisterous 
when surgical manipulation is started but 
rests quietly when left alone. A _ short 
waiting period usually suffices to make it 
possible to resume the operation. To aid 
in the effectiveness of the alcohol solution, 
especially in young persons, stress is 
placed upon quiet and calm in the oper- 
ating room. 

Most of the operations lasted from one 
and one-half to two and one-half hours. 
The local anesthetic used for infiltration 
was either 114 per cent monocaine or 2 
per cent procaine, each mixed with epi- 
nephrine and hyaluronidase, as previously 
reported.’° Cocaine flakes on applicators 
moistened with epinephrine were used for 
topical anesthesia of the nasal mucous 
membrane. 

Some slight difficulties in keeping the 
solution running into the veins are pro- 
duced by: 

1. The kinking of the tube—especially 
at the hand when it is introduced 
there. Clutching the fist also ob- 
structs easy flow into a hand vein. 
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. The pressure of sterile drapes on the 
tubing. 

. The development of negative pres- 
sure in the supply bottle. Blowing 
air into the bottle solves this prob- 
lem easily. 

In our operative set-up it is most con- 
venient for the alcohol to be delivered into 
a vein of a foot or into the hand or arm 
on the side on which the surgeon stands. 

Two further notes will round out the 
operating room picture. After local anes- 
thesia has been effected and the operation 
proper begun, music (soft but classical) 
is presented to the patient via ear phones. 
At the conclusion of the operation the pa- 
tient is shown a polaroid camera photo- 
graph of his nose and face and then the 
eyes, nose and face are covered with a 
foam rubber pressure dressing. 

The infusion is continued postopera- 
tively after the patient has been returned 
to his room. Usually one liter suffices, and 
then nutritional demands can be met by 
oral feedings. Postoperative analgesia has 
been so definitely increased that the need 
for narcotics and analgesics has been re- 
duced 30 to 70 per cent. Patients often 
rest quietly throughout the operative day 
and night, requiring little additional fluid 
and food. There may be decreased tissue 
reaction in and about the nose, though 
there is no apparent difference in the 
amount of bleeding, either at the opera- 
tion or after it. 

From an analysis by Mrs. Frances 
Nizenkoff, surgical nurse for one of us 
(M. H. C.) of 100 consecutive cases, the 
following items are presented: 

1. Sex of patients: female, 47; male, 
53. 

2. Age of patients: 13 to 15, 10; 16 to 
20, 14; 21 to 30, 25; 31 to 40,17; 41 to 
50, 21; 51 to 60, 8, and 61 to 70, 5. 

8. In the first 55 cases medication was 
varied as follows: 
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Preoperative Demerol Postoperative Medications 
Not given 17 i 22 


Nothing 


4. Some excerpts from notations are 
here given: 


Operations and Notes; 

Use of Alcohol Solution 
Septum operation; patient very 
calm; did not react violently to any 
of | the procedures. 
Rhinoplasty-septum operation; rheu- 
matic heart disease. 

Rhinoplasty; 250 cc. given preop- 
eratively, 100 ec. during operation; 
moderate bleeding; patient coopera- 
tive. 

Septum-adenoid procedure; 250 ce. 
given preoperatively, 100 cc. during 
operation; very moderate bleeding; 
patient calm and cooperative. 


Patient Sex Age 


H 56 








>, oe 
a we 








F 14 
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good; music turned on; alcohol I.V. 
speeded up; infiltration completed 
(pause) nose packed; 240 cc. given; 
patient ready for operation, not 
restless, fairly cooperative; postop- 
eratively patient stated he had pain 
only once during operation (out- 
fracture of turbinates); moderate 
bleeding; routine morphine sulphate 
14 gr.; empirin with codeine gr. % 
TID for three days; patient com- 
plaining of pain. 

Septum procedure, rhinoplasty; 200 
ec. given preoperatively, 250 cc. dur- 
ing operation; patient quiet; bleed- 
ing moderately (some bright red 
P.O. bleeding, restless P.O. night, 
then no complaints). 

Septum procedure, rhinoplasty; 100 
ec. given preoperatively, 250 cc. dur- 
ing operation; minimal bleeding; pa- 
tient quiet. 

Rhinoplasty; 350 cc. given preop- 
eratively, 100 cc. during operation; 
practically no bleeding 
Rhinoplasty, septum procedure; 400 
ec. given preoperatively, 50 cc. dur- 
ing operation; patient slightly ir- 
ritable during anesthesia, rather 
restless and moaning during opera- 
tion; moderate bleedi 




















F 25 Rhinoplasty; 175 cc. given preopera- 
tively, 225 cc. during operation; 
moderate bleeding; patient coopera- 
tive but talkative; anxious to “‘be- 
have.” 

87 Rhinoplasty; 350 cc. given preop- 

eratively, 150 cc. during operation; 
patient very cooperative and quiet; 
moderate bleeding. 
Bilateral antrotomy; 175 cc. given 
preoperatively, 25 cc. during opera- 
tion; patient cooperative; sleeping. 
Rhinoplasty-septum procedure; 300 
ec. given preoperatively, 90 cc. dur- 
ing operation; preoperatively, pa- 
tient anxious to go to sleep because 
of low pain threshold; patient sleep- 
ing shortly after beginning of op- 
eration; cooperative; minimal bleed- 
ing; postoperatively (in operating 
room) stated he had no pain. 


Plastic repair of right nostril; 350 
ec. given preoperatively, 175 cc. 
during operation; patient quiet; 
moderate bleeding. 

Intranasal reduction of fracture; 
350 ce. given preoperatively, (short 
procedure); patient sleepy; no pain. 
Rhinoplasty-septum-adenoid proce- 
dure; 250 cc. given preoperatively, 
100 cc. during operation; minimal 
bleeding; patient quiet, cooperative; 
very relaxed and lethargic at end of 
operation. 


Rhinoplasty; 200 ec. given preop- 
eratively, 60 cc. during operation; 
patient sleeping; became highly ex- 
cited when anesthetic was given; 
I.V. run rapidly for 2 minutes, with 
no improvement in behavior; I.V. 
stopped for remainder of operation; 
patient quiet and sleeping; I.V. con- 
tinued postoperatively; M.S. 1/6 1 
hr. postoperatively; patient com- 
plained of severe headache; no other 
complaints; minimal reaction. 


Removal of polyps; bilateral antrot- 
omy; septum procedure; 560 cc. 
given preoperatively, 40 cc. during 
operation; patient a little irritable 
_______— during anesthesia, then quiet. 

29 Rhinoplasty; septum procedure; 150 
ce. given preoperatively, 275 ec. dur- 
ing operation; patient unable to 
settle self, complaining of pain in 
back; apparent loss of breathing; 
controlled after cocainization and 
first injection; patient urged to blow 
out of mouth; pulse moderate and 
































B M 27 





Lobule and upper lateral cartilage 
repair; 300 cc. given preoperatively, 
25 ce. during operation (lasted 15 
minutes); patient frightened and 
upset during anesthesia; moderately 
excessive bleeding; scar tissue; pa- 
tient quiet and cooperative during 
operation. 

Polypectomy, bilateral antrotomy, 
mobilization ef septum; patient 
sleeping; cooperative, not disturbed 
by procedure of anesthesia. 








SUMMARY 


The intravenous use of 5 per cent alco- 
hol is offered as an adjunct but not a sub- 
stitute in the management of nasal sur- 
gical therapy. Preoperatively it is of 
considerable value in allaying nervousness 
and apprehension. During the operation 
it markedly diminishes irritability, espe- 
cially that produced by the sedatives and 
hypnotics themselves. Postoperatively it 
helps relieve restlessness and pain, dimin- 
ishing the need for narcotics, and contrib- 
utes to the fluid and caloric intake re- 
quirements. Young adolescents respond 
dramatically to its administration, which 
helps make the surgical procedure possible 
with local anesthesia. In elderly persons 
and those with other illnesses the surgical 
episode becomes an experience without 
strain. Narcotic and analgesic effects are 
obtained without further depression of 
the respiratory center. Inebriation must 
be avoided. Veronal is the barbiturate of 
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choice and should be administered with 
the alcoho] one hour before the operation. 


ZUSAMMENFASSUNG 


Die intravenése Verabreichung fiinf- 
prozentigen Alkohols wird als ein zusatz- 
liches Hilfsmittel, wenn auch nicht als ein 
Ersatzmittel, in der Ausfiihrung chirur- 
gischer Eingriffe an der Nase vorge- 
schlagen. Vor der Operation erweist sich 
der Alkohol von erheblichem Nutzun zur 
Linderung der Angst und Nervositit. 
Wahrend des Eingriffes setzt er die Reiz- 
barkeit, besonders wenn sie durch die ver- 
abreichten Beruhigungs- und Schlafmittel 
hervorgerufen wird, bedeutend herab. 
Nach der Operation tragt er zur Linder- 
ung von Schmerzen und Schlaflosigkeit 
bei, setzt den Bedarf an Narkotika herab 
und férdert die Aufnahme von Fiiissig- 
keit und Kalorien. Junge heranwachsende 
Individuen sprechen auffallig gut auf die 
Alkoholverabreichung an, was die Méglich- 
keit der Ausfiihrung des chirurgischen 
Eingriffs in értlicher Betaubung erleich- 
tert. Bei alteren Personen und bei solchen, 
die noch unter anderen Krankheitszu- 
standen leiden, verliert der chirurgische 
Eingriff an Gewicht. Betaéubung und 
Schmerzlosigkeit lassen sich ohne gréssere 
Depression des Atemzentrums erzielen. 
Ein Zustand der Trunkenheit muss ver- 
mieden werden. Das Barbiturséurepra- 
parat der Wahl ist das Veronal, das mit 
dem Alkohol eine Stunde vor der Opera- 
tion verabreicht werden sollte. 


RESUMEN 


Se ofrece como coadyuvante pero no 
sustitutivo de la terapéutica quirtrgica 
nasal el uso intravenoso de alcohol al 5 por 
ciento. Preoperatoriamente es de valor 
considerable para la nerviosidad. Perop- 
eratoriamente disminuye notablement la 
irritabilidad, producida especialmente por 
sedantes e hipnéticos. Postoperatoriamen- 
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te alivia la inquietud y el dolor, disminuye 
la necesidad de narcético y contribuye e 
llenar los requerimientos caldricos. Los 
adolescentes jévenes responden draméti- 
camente a su administraci6n, que ayuda 
a hacer posibles procedimientos quirtrgi- 
cos con anestesia local. En las personas 
de edad avanzada y aquellos con otras en- 
fermedades se lleva a cabo el episodio 
quirtrgico sin mayor repercusién, Se ob- 
tienen efectos narcéticos y analgésicos sin 
depresién del centro respiratorio. Debe 
evitarse la ebriedad. El] veronal es de 
eleccién y debe administrarse con el al- 
cohol una hora antes de la operacién. 


SUMARIO 


O uso endovenoso de alcool a 5% é pro- 
posto como um coadjuvante, mas nao como 
substituto no tratamento cirtirgico do 
nariz. Pré-operatoriamente é de consid- 
eravel val or no que diz respeito ao nervo 
sismo e apreenséo. Durante aoperacao 
diminui acentuadamente a irritabilidade, 
especialmente a produzida pelos proéprios 
sedativos e hipnoticos. No pdés-operatério 
auxilia o alivio do desassossego e dor, 
diminuindo a necessidade de narcoticos e 
contribui para as necessidades liquidas e 
caléricas. Os adolescentes jovens respon- 
dem dramaticamente a sua administracao, 
que torna possivel o ato cirtrgico sob 
anestesia local. Nas pessédas mans idosas 
a nas portadoras de outras afreccées, 0 ato 
cirirgico torna-se um acontecimento sem 
tensao. Os efeitos narcoticos e analgésicos 
sao obtidos sem maior depressao do centro 
respiratério. O embriagamento deve ser 
evitado. O veronal é o barbittirico de 
escolha e deve ser administrado junta- 
mente com o alcool uma hora antes da 
operacao. 

RESUME ; 


L’empoli de l’alcool intraveineux 5% 
est présenté comme un adjuvant mais non 
comme substitutif dans la conduite de la 
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thérapeutique chirurgicale nasale. Avant 
lopération, il a une valeur considérable 
en apaisant la nervosité et l’appréhension. 
Pendant |’opération, il diminue notable- 
ment |’excitabilité, spécialement celle pro- 
duite par les sédatifs et les hypnotiques 
eux-mémes. Aprés l’opération, il aide a 
soulager |’agitation et la douleur, diminu- 
ant le besoin en narcotiques, et contribue 
aux besoins en liquides et calories. Les 
jeunes adolescents répondent énergique- 
ment a son administration, ce qui aide a 
rendre |’acte chirurgical possible en anes- 
thésie locale. Chez les personnes d’un cer- 
tain age et les malades, |’épisode opéra- 
toire devient une expérience sans fatigue. 
Les effets narcotique et analgésique sont 
obtenus sans dépression ultérieure du 
centre respiratoire. On doit éviter ]’ébri- 
été. Le véronal, qui est le barbiturique 
de choix, sera administré avec ]’alcool une 
heure avant l’opération. 


RIASSUNTO 


Viene consigliato l’uso dell’alcool en- 
dovena in soluzione al 5%. Nel perido 
pre-operatorio esso é di grande efficacia 
per calmare |’agitazione e |’apprensione. 
Durante lo intervento diminuisce l’irrita- 
bilita, sopratutto quelle causata dai seda- 
tivi e dagli ipnotici. Nel periodo post- 
operatorio calma l’agitazione e il dolore, 
diminuisce le richieste di narcotici e con- 
tribuisce a coprire le richieste caloriche. 
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Sopratutto i giovani sono sensibilissimi 


ad esso, tanto che é possibile operarli in 
anestesia locale. Nelle persone anziane e 
nei malati toglie all’intervento ogni effetto 
nocivo sulla psiche; consente che i nar- 
cotici e gli analgesici agiscano senza de- 
primere i centri respiratori. 

Bisogna, naturalmente, evitare l’ebbrez- 
za. Il veronal é il barbiturico di scelta e 
deve essere somministrato con |’alcool 
un’ora prima dell’intervento. 
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If a man says he always sees eye to eye with his wife, he simply means that his 


vision has been corrected. 


—Anonymous 





Spontaneous Formation of Endolaryngeal 


Hematomas 


G. YANNOULI, M.D., F.I.C.S. 
THESSALONIKA, GREECE 


AJEK, describing laryngeal hemor- 
H rhages, distinguishes them, accord- 
ing to their severity, as ecchymoses 

and hematomas. 

In my own opinion, the usual condition 
is a combination of free hemorrhages and 
infiltrating hemorrhages. 

In a first case, I observed an endolaryn- 
geal hematoma without hematemesis, due 
to a violent embrace on the arrival of a 
train in a railway station. The hematoma 
occupied the left pyriform sinus and 
caused hoarseness, coughing and difficulty 
in respiraticn. Swallowing was normal. 

According to the degree of the rupture, 
there may be either hematemesis or for- 
mation of important submucous hemato- 
mas. The latter usually subside during the 
following days as a result of rest, the suck- 
ing of small pieces of ice and the taking 
of fluid food and sedatives. These hema- 
tomas do not leave any invalidism, and 
it is seldom necessary to resort to trach- 
eotomy. 

In a second case, a man 60 years old, 
with high blood pressure, was seized by 
sudden dyspnea after an attack of irritat- 
ing cough. In this condition he.was ad- 
mitted to the hospital. 

Laryngoscopic examination revealed 
symmetric hematomas at the level of the 
subhyoid fossa and in the vicinity of the 
arytenoid cartilages. Speaking was im- 
possible; dyspneic symptoms were very 
severe and the general condition poor. The 
circumference of the neck, normally 32 
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cm., increased to 37 cm. after the attack, 
an important difference considering the 
thinness of the patient. 


For better investigation of the extent 
and the depth of both the hematoma and 
the swelling, I made a tomographic exam- 
ination of the larynx. This proved that 
the hematoma occupied simultaneously the 
two halves of both the larynx and the 
trachea and allowed a thin air passage, 
about the width of a toothpick. 


I therefore concluded that tracheotomy 
would be helpful and efficacious. Unfortu- 
nately I met the opposition of the patient’s 
parents. 


On examination of the mouth, per- 
formed on the following day, I discovered 
an internal hemorrhage and a walnut- 
sized hematoma of the nasopharynx. Upon 
investigating these hematomas laryngo- 
scopically I noticed that they were violet- 
colored. 


I then injected, subcutaneously and sub- 
mucously, 40 cc. of physiologic solution of 
sodium chloride with hyaluronidase Evans 
Rondase. The result was restoration of 
respiration, swallowing and speech. The 
patient was then able to take food. It is 
important to add that the circumference 
of the neck was decreased to 34 cm. 

Nevertheless, the patient’s general con- 
dition remains severe, with the blood urea 
content constantly increasing from 1.7 to 
2.6 per cent and the blood pressure falling 
to 7. The probable diagnosis is a cardiac 
infarct. 
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Fig. 1.—Artist’s sketch of endolaryngeal hema- 
toma, 


COMMENT 


In the 2 cases reported, three points 
need special emphasis: (1) the fact that 
hematomas of the extent described, fol- 
lowing cough and an embrace, are very 
rare; (2) that tomographic study has not 
until now been used for investigation of 
these conditions, and (3) the successful 
administration of hyaluronidase, which 
opens new therapeutic paths. 


SUMMARY 


The author reports 2 cases of endolaryn- 
geal hematoma, in one of which the hema- 
toma was the result of a violent embrace 
of greeting. He emphasizes (1) that hema- 
tomas of the type and extent described are 
rare; (2) that tomographic examination, 
not hitherto used for this purpose, was a 
valuable aid in diagnosis, and (3) that 
hyaluronidase was administered and re- 
sulted in success, a fact that opens new 
therapeutic possibilities. 


JULY, 1955 
ZUSAMMENFASSUNG 


Der Verfasser berichtet tiber zwei Fille 
von Blutergiissen innerhalb des Kehlkopfs. 
Einer davon war das Resultat einer hefti- 
gen Begriissungsumarmung. Der Verfas- 


Fig. 2.—Tomogram showing hematoma of 
larynx (see text), 


Fig. 3.—Tomogram showing hematoma of the 
larynx (see text). 
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ser hebt hervor, dass 1.) Hamatome der 
hier beschriebenen Art und Ausdehnung 
selten sind, 2.) die zu diesem Zweck bisher 
ungebrauchliche tomographische Untersu- 
chung sich als ein wertvolles diagnostis- 
ches Hilfsmittel erwies und 3.) die hier 
angewandte Hyaluronidase erfolgreich 
war, woraus sich Hinweise auf neue ther- 
apeutische Mdglichkeiten ergeben. 


RESUME 


L’auteur reporte 2 cas d’hématome en- 
dolaryngéal. Dans l’un des deux |’héma- 
tome était la conséquence d’un baiser vio- 
lent. Il insiste que des hématomes du type 
et étendue décrit sont rares. 2) que l, 
examen topographique autrefois pas en 
usage pour de telles cas, a donné de l,aide 
valable pour faire le diagnose et 3) que 
Hyaluronidase étatit donnée et résulta en 
succes, unfaitqui ouvre de nouvelles pos- 
sibilités thérapeutiques. 


RIASSUNTO 


Vengono riferiti 2 casi di ematoma en- 
dolaringeo, uno dei quali causato do un 
abbraccio violento. L’autore afferma: 1- 
che ematomi di questo tipo e ampiezza sono 
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rari; 2-che l’indagine tomografica, mai 
usata prima d’ora a questo scopo, é di 
grande aiuto nella diagnosi; 3-che la som- 
ministrazione di ialuronidasi fu efficace. 


RESUMEN 


El autor comunica dos casos de hema- 
toma endolaringeo, uno de ellos resultante 
de un fuerte abrazo de felicitacién; él 
senala que: (1) los hematomas descritos 
son raros en relacifin a su tipo y exten- 
sidn; (2) que el examen tomografico usado 
para este propdsito fué un coadyuvante 
util para el diagnéstico; y (3) que la hia- 
luronidasa fué usada con buenos resulta- 
dos, hecho que abre posibilidades terapet- 
ticas. 

SUMARIO 


O autor apresenta dois casos de hemato- 
ma endolaringeo, um dos quais conseqiién- 
cia de um violento abraco de congratulacées. 
Salienta (1) que sao raros os hematomas 
do tipo e extensao descritos; (2) que o 
exame tomografico, até agora nao usado 
para éste fim, foi de valér para o diagnés- 
tico e (3) que a hialuromidase foi admin- 
istrada e resultou em sucesso, fata que 
abre novas possibilidades terapéuticas. 


Most men are slaves, for the same reason that the Spartans gave for the servitude 
of the Persians, namely, for want of knowing how to pronounce the syllable no. To be 


able to say this word and to be able to live alone, are the only two ways to preserve 


one’s liberty and one’s character. 


— Chamfort 





Edtiorial 





A Landmark in Surgical History 


ARELY has one the privilege of hail- 

R ing a masterpiece as it issues from 

the press. No less a word, however, 

can be used of the volume Surgery’ in the 

British medical history of the Second 
World War. 

The prospectus for this series calls for 
clinical volumes on Medicine-Pathology? 
and Surgery,' administrative volumes on 
the fighting services, a set on the civilian 
services and a statistical volume. The sur- 
gical volume now completes the clinical 
pair, and the trilogy they form with the 
additional volume on civilian medical re- 
search® is a monument to medical achieve- 
ment in our day. 

In its own right; however, Surgery de- 
serves to be recognized as a classic of our 
time. That it is an official document and 
a product of collaborators once again 
bears witness to that British genius for 
collaboration which produced the Author- 
ized Version out of a committee of 
officials. 

In scientific writing, teo, we can recog- 
nize the stamp of inspiration; and it is 
here. It is very near the surface in 
Heneage Ogilvie’s introductory essay, 
Surgery in Wartime, which may well find 
a place in anthologies of the future. The 
statement is straightforward: the surgeon 


1. Surgery. Ed. by Sir Zachary Cope. London: 
Her Majesty’s Stationery Office, 1953. Pp. 772. 
Illustrated. 

2. Medicine and Pathology. Ed, by V. Zachary 
Cope. 1952. 

8. Medical Research. Ed. by F. H. K. Green 
and Sir Gordon Covell, 1953. (History of the 
a World War. United Kingdom Medical 

eries) 


achieves finer things in war than he ever 
could in peace, both in his results and in 
himself. This was never more evident than 
during the great tragedy of our time, and 
the author affirms it in words of humility 
and pride. And not the surgeon only, but 
the research scientist, driven to achieve in 
two years the results of ten. The idea runs 
like a burden through the book. Thus, a 
surgical history has brought us face to 
face with the great moral problem of our 
day; this is one reason for its greatness. 


As a history, too, it is distinguished. 
Admittedly, of course, it is the “authorized 
version,” yet it bears the mark of great 
and painstaking effort. As we know from 
the introduction to the previous medical 
volume, the members of the medical his- 
torians’ liaison committee were drawn 
from the United Kingdom, the dominions, 
and the United States of America, and the 
resulting volumes are worthy reflections 
of this wide source material. Its wealth of 
case histories affords insight into the ex- 
perience of men and states that rivals the 
vision of a Thucydides. Indeed, as a record 
of experience it may well put to shame 
other types of recording that have made 
such a stir in the press. This is a second 
reason for its greatness. 


Its third claim to greatness, and the 
most important, is its record of therapeu- 
tic advances. In this it is a model of pres- 
entation as to both form and content. Its 
plates, many in color, are profuse and 
have been selected with great care for use- 
fulness and quality. Some of the best ap- 
peared in the war supplements of the 
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British Journal of Surgery — which, it 
should be noted, contain some of the finest 
examples of surgical photography to ap- 
pear anywhere. 

There are twenty-five chapters in all, 
many containing excellent résumés of 
treatment in combatting specific surgical 
problems. Authorship is often shared by 
many contributing specialists, and this 
should be understood in the following cita- 
tions: 

Chapter 1, on war wounds, presents a 
brief technical manual on wound treat- 
ment, including excision. A section on field 
conditions describes the various deploy- 
ments of surgical tactics. It is reported 
that fitted mobile operating theaters 
proved less manageable than were simple 
lean-tos alongside a supply truck. The 
mobile caravan, however, was useful in 
casualty clearing stations. 

The chapter on abdominal and thoraco- 
abdominal injuries, in itself a brief mono- 
graph, is by Sir Gordon Gordon-Taylor. 
He points out that the recovery rate from 
abdominal wounds rose steadily, reaching 
80 per cent in some field hospitals. The 
reasons for this record, he states, lie less 
in improved operative technics than in the 
surgical adjuvants: limitless transfusion 
supplies, chemotherapy, proper use of gas- 
tric suction and parenteral feeding, and 
proper postoperative care and environ- 
ment for nineteen to twenty-four days 
after abdominal operations. The one im- 
portant technical advance noted is exte- 
riorization of wounds of the colon, as 
recommended by Sir Heneage Ogilvie in 
the East African campaign. This, it is 
claimed, saved thousands of lives. There 
are sections on evacuation of the wounded, 
resuscitation and preoperative treat- 
ment, transfusion, diagnosis, operative 
technic, postoperative treatment and 
chemotherapy. Treatment of various re- 
gions and organs is discussed in detail, 
with numerous brief case records. 


EDITORIAL 


The chapter on orthopedics points out 
that this specialty assumes a particularly 
crucial role in wartime, owing to the inci- 
dence of fractures and wounds of the ex- 
tremities. Chemotherapy played a central 
part in determining the most effective 
orthopedic treatment. An example is seen 
in the management of amputations. It is 
said that from an orthopedic point of view 
one of the most notable features of the 
Second World War as compared with the 
First was the great reduction in the num- 
ber of amputations. This was due to 
greater conservatism as to indications, 
irreparable interruption of the main blood 
vessels being almost the only indication 
for immediate amputation after injury to 
the limbs. This attitude in turn is attrib- 
uted to an altered prognosis based on im- 
proved surgical technic, general wound 
management and chemotherapy. The so- 
called closed plaster treatment of wounds 
is also discussed. It is said that by the 
end of the war it was the practice in the 
British Army to immobilize in plaster any 
major soft tissue wound of an extremity, 
irrespective of fracture. 

The chapter on burns traces the trial- 
and-error progress from the use of tannic 
acid, picric acid and triple dye to a sim- 
pler treatment utilizing the newer chemo- 
therapy. For first aid, petrolatum or 
sulfanilamide-petrolatum gauze proved 
sufficient. For definite treatment, after 
cleansing of the area under an anesthetic, 
application of one of the same dressings 
or, better still, the use of a penicillin oint- 
ment or sulfanilamide-penicillin ointment, 
gave best results, At the Birmingham 
accident hospital, Colebrook and his col- 
leagues proved that the surface of a burn 
could be rendered aseptic until healing 
took place. His method, fully described, 
involves plasma replacement, local appli- 
cation of penicillin-sulfonamide cream, 
change of dressings in a special aseptic 
chamber and protection from pathogens 
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by a layer of cellophane. An important 
section of this chapter is G. H. Morley’s 
detailed description of the saline bath 
treatment of extensive burns, which was 
particularly helpful in treating aviators’ 
burns. 

The chapter on plastic and maxillo- 
facial surgery lists the new technics in 
these fields: advances in replacing skin 
loss over an open fracture, the use of metal 
pins to control the mobile fragments of a 
fractured mandible, and bone grafts by 
the use of chips of cancellous tissue. It is 
said that by the latter method, gaps from 
one-fourth to one-half of the jaw were 
successfully filled. The year 1948 was 
noted for the successful use of tissue glues 
and thrombin for the fixation of skin 
grafts. A great war lesson was the im- 
portance of associating maxillofacial units 
with other specialized units, notably neu- 
rosurgical and ophthalmic. Anesthesia in 
practically every case was induced with 
pentothal followed by intubation, though 
eventually pentothal came to be avoided in 
cases of burns. R. J. V. Battle states that 
there is no evidence that inhalation anes- 
thesia in the maxillofacial units carried 
any mortality, a record, he adds, “prob- 
ably unmatched by any army in the 
world.” 

The chapter on neurosurgery will un- 
doubtedly be recognized as a classic in the 
history of military medicine. The im- 
proved outlooks and methods here listed 
include: formation of special neurosur- 
gical units and treatment centers; high 
priority to head injuries for prompt air 
evacuation ; emphasis on psychological fac- 
tors in the relief of post-traumatic syn- 
dromes (including pain) ; timely introduc- 
tion of penicillin for preventing infection 
of head wounds, and preoperative blood 
transfusion when required. It is reported 
that one of the outstanding lessons of the 
war was that men with head injuries could 
be moved without any decline in condition. 
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Again, the Sicilian and Italian campaigns 
proved that adequate local use of penicillin 
provided a measure of control of the se- 
vere infected head wound never before 
attained, 4,000 units, given intrathecally, 
being curative in cases of meningitis from 
susceptible organisms. The first part of 
the chapter, by Zachary Cope, is followed 
by a separate monograph by Ludwig Gutt- 
mann on the treatment and rehabilitation 
of patients with injuries of the spinal cord. 
This, it is stated, is the first published re- 
port of the fundamental changes of treat- 
ment undertaken in the Second World 
War. In addition to the measures afore- 
mentioned, these included a more conser- 
vative attitude on the part of neuro- 
surgeons toward immediate and early 
laminectomies, and the employment of 
emergency suprapubic cystostomy in the 
early management of the paralyzed bladder 
under battlefield conditions. Here are re- 
ported the details of surgical management, 
conservation of intestinal, urinary and 
sexual function, psychic aspects, physio- 
therapy and rehabilitation. 

Citing selected cases, the author con- 
cludes that perhaps the most gratifying 
result was the complete change in the men- 
tal attitude of most of these disabled per- 
sons toward work, and their realization 
that regular work is an important factor 
in human happiness. 

In the important chapter on thoracic 
surgery, R. C. Brock says that the period 
between the two World Wars saw a dra- 
matic development of this specialty, large- 
ly fostered by the experiences of the first 
war. Listed as milestones in this develop- 
ment are: the introduction of the one- 
stage lobectomy by the tourniquet method, 
leading to wider practice and development 
of lung resection ; the remarkable advance 
in anesthesia for intrathoracic operations, 
and the development of blood transfusion 
and blood banks. Thus, by the time of the 
Second World War, thoracic surgeons 
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were much better equipped to deal with 
wartime problems. The author has no 
doubt that the great contribution of war- 
time thoracic surgery to civilian work was 
the evolution of surgical principles in the 
treatment of clotted hemothorax, devel- 
oped independently in England and Amer- 
ica. These indicated the extended appli- 
cation of decortication — stripping off of 
the layer of fibrin that begins to organize 
in a few days and compresses the lung. 
Decortication is best performed early, as 
the cortex rapidly thickens with delay, en- 
trapping the lung and preventing it from 
expanding. It has been found essential to 
decorticate the whole lung from top to bot- 
tom, including the mediastinal as well as 
the costal surfaces. The distorted lung is 
then immediately converted into a freely 
aerating, normal-sized organ. In this op- 
eration, during the war, lay the secret of 
success in treating severe anaerobic infec- 
tion of a hemothorax, which had hitherto 
proved so difficult. It was also remarkable 
that the thoracotomy, even when per- 
formed in the presence of heavy infection 
and high fever, would always heal by pri- 
mary intention provided proper after-care 
maintained expansion of the lung. 

Other chapters, all excellent, discuss 
peripheral nerve and blood vessel injuries, 
radiology, ophthalmology, otorhinolaryn- 
gology, genitourinary progress, blast, 
crush syndrome, immersion foot, amputa- 
tion and artificial limbs, physiotherapy 
and rehabilitation, nonpulmonary tuber- 
culosis and effects of the atom bomb. Es- 
pecially important is an account of the 
British system of blood banks, so basic to 
modern surgery in the field. 


EDITORIAL 


We should not close without referring 
to the final chapter, by Julian Taylor, on 
surgery at war prison camps in Singapore. 
Here is retold what must and can be done 
when the surgeon is cut off from the usual 
technics and equipment. It is surely a 
high point of medical history when the 
author pays this tribute to the devotion 
and skill of his nursing orderlies: “Lami- 
nectomy for war wounds, craniotomy, ex- 
cision of cerebral abscess, bone grafting, 
fascial grafting, joint operations, resec- 
tions of bowel, drainage of hepatic ab- 
scesses, large numbers of appendectomies, 
cholecystectomy and gastrectomy were all 
carried out with confidence, success, and 
greater likelihood of healing by first in- 
tention than is seen in some centers in the 
East. This was largely due to the compe- 
tent, conscientious and skillful work of the 
operating-room attendants .. . In the end 
the nursing cannot be described as other 
than extremely good by any standard.” 
With antibiotics and bed linen lacking, 
dietary supplies low, and soap and water 
pressed into service in place of antiseptics, 
the prime needs boiled down to human re- 
sources — the character of orderlies and 
theater nurses, and “the devotion to their 
work and their fellows which character- 
izes nearly all young medical officers and 
which fortunately remains with them as 
part of their characters throughout their 
professional lives.” 

We have learned much from wartime 
surgery, yet this may be the greatest les- 
son of all, to which we must look for the 
remedies we shall need in fearful times 
yet facing us. 

M. T. 
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will be reviewed critically as space and 
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tended review, however, is not to be 
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Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1349. Profusely illustrated. 

Les Vomissements du Nourisson: Etude 
critique, Diagnostic étiologique, Indications 
thérapeutiques. Par Emilio Roviralta. Edi- 
tion revue et angmentée par |’auteur en 1952. 
Adaptation francaise de Bernard Duhamel, 
d’aprés la traduction de Edouard Del Castil- 
lo Japuglot. Paris, Editions Médicales Flam- 
marion, 1952. Pp. 236. Illus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par O. Lambert, P. 
Razemon, et P. Decoulx. 4e éd. Paris, G. 
Doin & Cie., 1958. 115 figures et 4 planches. 

Cystites Invétérées et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthési- 
ques et Neurotomies Chirurgicales. Par Ray- 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie., 1954. Pp. 118, Illus. 

El Dranaje en Cirugia. Por Domingo Prat. 
Montevideo, Imprenta Rosgal, 1955. Pp. 166. 
Illus. 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llaurad6. Madrid, Asociacién Espafiola de 
Cirujanos, n.d. Pp. 155. Illus. (III Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Matera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Illus. 

Sindromi Dolorose dopo Interventi Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracco. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische Eingriffe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. 1380. 48 Teils mehrfarbigen 
Abbildungen. 


Pratique de L’intubation intra-trachéale 
en Anesthésie. Par Henri Gibert. Paris, G. 
Doin & Cie., 1953. Pp. 188. 39 figures. 


Pheochromocytoma and the General Prac- 
titioner. By Joseph L. DeCourcy and Cor- 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol- 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi- 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam- 
phlets. II. Periodicals. III. Bio-bibliogra- 
phies. IV. Bib. of librarianship. Fully in- 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Illus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil. and London, W. B..Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola Mitrale: Aspetti anatomici, 
fisiologici, clinici e chirurgici. Per Michele 
A. Chiechi e Charles P. Bailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 

The History of the Samaritan Free Hospi- 
tal, with an Appendix on the London Hos- 
pitals and Infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. Heffer & Sons, Ltd.. 
1931. Pp. 96. 

Patologia del Estomago Operado: II Con- 
greso Argentino de Gastroentoerologia, Mar 
del Plata, 13-18 de Abril de 1953. Contribu- 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacién Argentina de Ra- 
diologia, and Sociedad Médica de Mendoza. 
Buenos Aires, Ed. Unicersitaria, 1954. Pp. 
482. Illus. 

Verhandlungen der Deutschen Gesell- 
schaft fiir Chirurgie, 70 Tagung, 7-11 April 
1953. Berlin, Springer Verlag, 1953. Pp. 768. 
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Illus. (Langenbecks Archiv fiir Klinische 
Chirurgie, Band 276.) 

The Antiseptic (Madras), Golden Jubilee 
Number, April, 1954. Pp. 233-782. 

Harofe Haivri, the Hebrew Medical Jour- 
nal (New York), Vol. I, 1954. Pp. 256. 


BOOKS REVIEWED 


Correlative Neurosurgery. By E. A. Kahn, 
L. C. Bassett, R. C. Schneider and E. C. 
Crosby. Springfield, Illinois: Charles C 
Thomas, Publisher, 1953. Pp. 418. 

Every once in a while a book is published 
which seems to answer a definite need, and 
after reading Correlative Neurosurgery my 
impression is that it can be recommended to 
anyone who is looking for a brief but com- 
prehensive presentation of this subject. 

This book represents the combined efforts 
of the different departments at the University 
of Michigan. It is dedicated to Dr. Max Minor 
Peet, and throughout the book one can find 
evidence of his teaching. Some of the most 
interesting and valuable sections have been 
contributed by departments other than neuro- 
surgery and fit in admirably with the over- 
all coverage. Electroencephalography is pre- 
sented by the Head of the Department of Elec- 
troencephalography in an excellent manner. 
The endocrine phase of neurologic surgery is 
presented by a member of the Department of 
Internal Medicine. The excellent chapter on 
scalp wounds and repair is by a member of 
the Department of Plastic Surgery. Through- 
out the book the anatomic presentation has 
been made by a member of the Department 
of Anatomy and is excellent for a review as 
a practical reference. The chapter on pre- 
frontal lobotomy, covering both the historical 
and practical aspects, has been written by a 
former member of the Department of Neuro- 
surgery. From the Department of Neurology 
comes a thorough discussion of aphasia, ag- 
nosia and apraxia. In addition to this, the 
chapters on pain, cerebral trauma, brain tu- 
mors, congenital anomalies and vascular le- 
sions are presented in an informative, brief 
and comprehensive manner by a member of 
the Department of Neurosurgery. 

This is the type of book which should be 
on the shelves of every neurosurgeon. It would 
be helpful to the general practitioner and the 
medical student, as it is an excellent refer- 
ence volume for a refresher course or for in- 
formation on controversial subjects. 

WINCHELL McK. Craic, M.D. 


NEW BOOKS 

Clinical Neurosurgery: Proceedings of the 
Congress of Neurological Surgeons. Balti- 
more: The Williams and Wilkins Company, 
1955. Pp. 201. ; 

This 201-page book is the initial presenta- 
tion of the proceedings of the Congress of 
Neurological Surgeons. It covers their meet- 
ing at New Orleans in 1954. The six chapters 
include three papers by Sir Geoffrey Jeffer- 
son; one concerning changing views on the 
integration of the brain; two on trigeminal 
neuromas and malignant invasion of the gas- 
serian ganglion, and three on compression of 
the optic pathways by intracranial aneurysm. 
This last paper was presented as the Charles 
A. Elsberg Lecture in New York and was 
substituted for another paper by Sir Geoffrey, 
Invasive Adenomas of the Pituitary, which 
was read at the New Orleans Meeting and 
published later. 

The final three chapters of the book consist 
of three panel discussions: The Anatomy and 
Physiology of the Frontal Lobe; Psychosur- 
gery: Indications and Sequelae, and The Use 
of Fluids and Electrolytes in the Management 
of the Neurosurgical Patient. This last-men- 
tioned chapter brings together much that is 
new in the important field of fluid and electro- 
lyte balance, but since new information is con- 
tinually appearing on this subject, the au- 
thors would probably now wish to modify 
some of their statements. 

The members of the editorial committee, 
headed by Raymond K. Thompson, M.D., are to 
be congratulated on the manner in which they 
have edited the panel discussions and retained 
the original flavor of the material. The reader 
of this volume will be impressed not only by 
Sir Geoffrey’s three papers but by the many 
pertinent and searching comments he contrib- 
utes to the panel discussions. Neurosurgeons 
will be especially gratified by a statement he 
made at the end of the meeting: “I do want to 
say one last thing and that is that I can never 
forget that we are the surgeons of the master 
system of the human body. Everything else 
that exists, all the rest of our body exists, as 
something to maintain and to move about and 
increase the opportunity of our nervous sys- 
tem of doing its functions. And all people 
who deal with stomach, lungs, heart or gall- 
bladder are the kind of maintenance engineers 
fully able to deal with the thing that makes 
us men and women. Some people at some 
times said to me, some of my more malicious 
friends, ‘Of course you know that really the 
glamour has gone out of neurosurgery. You 
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boys aren’t where you were. The heart people 
have stolen it from you.’ Well, my answer to 
that is that if any other branch of surgery is 
doing work which is in any way comparable 
to our own, we welcome their development. 
We have grown up and in time they will do 
so too.” 
HAROLD C. Voris, M.D. 


Proceedings of the German Surgical So- 
ciety. Volume 70, 1953, pp. 768, with 332 
illustrations, and Volume 71, 1954, pp. 834, 
with 364 illustrations. Berlin: Springer, 
1953 and 1954. 

The annual proceedings of the German Sur- 
gical Society is awaited and appreciated by a 
worldwide audience, for it is unsurpassed as 
a record of the national practice and research. 
Furthermore, it is not without international 
significance, regularly including papers by 
outstanding visitors from other nations. This 
would seem to be in keeping with the earliest 


traditions of the Society, for the roster of its © 


membership has included surgical personali- 
ties of several lands and schools. 

The latest volumes, now available, continue 
these traditions as well as the high standards 
of former editors. Here one may seek and 
find contributions by the outstanding figures 
in German surgery today, covering the widest 
field of general and special surgery. A feature 
of this publication is the careful preparation 
of the leading papers, the excellence of illus- 
tration, the fullness of bibliography, and the 
authority of commentary and discussions from 
the floor. 


In the presence of such a wealth of contri- 
butions, it would serve little to cite individual 
papers. It must suffice to say that the proto- 
cols as a body form one of the most important 
contributions to contemporary surgical litera- 
ture. For this achievement the present editor, 
Dr. Arthur Hiibner, deserves his share of 
commendation. 

It should be noted that this annual conven- 
tion includes the meeting of the German So- 
ciety for Anesthesiology, one section being 
devoted to papers on this specialty. In addi- 
tion, the 1954 convention included a joint 
meeting with the German Society for Internal 
Medicine, the proceedings of which are pre- 
sented in full. 


MAX THOREK, M.D. 


Treatment of the Surgical Patient. By 


Luigi Torracca. 


132 
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This excellent book is written in four main 
divisions. In thirty-five chapters the author 
depicts the preoperative and postoperative 
care of a surgical patient. There are 116 
halftones and color plates to enhance clarity. 


In Part 1 the author discusses, in great 
detail, the physiochemical aspects, the pro- 
tein, sugar and fat metabolism. Toward the 
end of this presentation he stresses the value 
of vitamins, water balance and the impor- 
tance of laboratory investigation as related 
to biochemical alterations associated with 
surgical diseases. Moreover, he emphasizes 
the most pertinent drugs advantageous 
toward rehabilitation of the patients’ elec- 
trolytic imbalance. 


In Part 2 are presented the various meth- 
ods of anesthesia; the physiopathogenesis of 
shock; the hepatorenal syndrome, and meta- 
bolic and endocrinopathic problems as they 
confront the modern surgeon. Acidosis and 
alkalosis are also discussed, with special 
emphasis on pediatric and geriatric surgery. 


Part 3 covers surgical complications of 
the respiratory and vascular systems; pro- 
phylaxsis and treatment of wound dehis- 
cence; wound infection; pulmonary atelec- 
tasis; cardiac arrest; shock; thromboembolic 
phenomena; acute gastric dilatation; anu- 
ria; ileus; diarrhea; hiccough, and neuro- 
psychiatric complications. 

Part 4 deals with the care and preparation 
of the thyroid surgical patient; pneumonec- 
tomy; gastrointestinal and _ hepatobiliary 
surgery; genitourinary surgery; the manage- 
ment of the gynecologic patient, and trau- 
matic surgery. 

Last but not least, Dr. Gindetti contributes 
a clear, precise description of the preopera- 
tive and postoperative management of a 
neurosurgical patient. Abundant American 
bibliographic material and pertinent refer- 
ences complete the work. 

The translator heartily recommends the 
reading of this book, especially to those with 
some reading knowledge of the Italian lan- 
guage. 

S. L. GOVERNALE, M.D. 


Blood Groups In Men. by R. R. Race, and 
Ruth Sanger. Charles C Thomas, Publisher, 
Springfield, Ill; Pp. 400, 1954. 

The second edition of Blood Groups in Men 


will be well received. It contains all the 
essential features of the first edition (1950). 
In addition, the authors have added to each 
chapter recently improved knowledge of the 
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subject. A new chapter has been added, dis- 
cussing “Kidd” blood groups. 

The difficult subject is.clearly discussed, 
and again one can only admire the object- 
ivity of the authors, who, without prejudice, 
discuss opinions contrary to the results of 
their own experience. This quality unfortu- 
nately is lacking in some contemporary books. 

The book is an absolute “must” in the 
library of every pathologist and every physi- 
cian interested in the practical as well as 
the theoretical aspects of blood groups. 

WERNER F. EISENSTAEDT, M.D. 


Introduction to Surgical Treatment of the 
Hip. By Jean Cheynel. Paris: G. Doin et Cie, 
Paris, 1955. 

The author, formerly in charge of the 
Clinic of Surgery of Mont-Pelier, and laureate 
of the Academy of Surgery of Paris, has 
already to his credit many publications on the 
hip, as is shown by the bibliographic list in- 
cluded in his index of publications. This small 
(100-page) book summarizes data from re- 
search work and experience which the author 
has acquired through the last fifteen years of 
his orthopedic practice. His activities in this 
field are focused upon the circulation of the 


hip and upon the normal and pathologic vas- 
cularization of the femoral head. 

The development of the vascular bed during 
infancy, at the time of ossification of the fe- 
moral head, is emphasized, with particular 
stress on the part played by the ligamentum 


teres. The author’s observations agree with 
those of Trueta and Harrison of Oxford. With 
the aged, the arterial bed of the femoral head 
shows reduced permeability, and the part 


NEW BOOKS 
played by the ligamentum teres is greatly 
reduced. 

The chapter on congenital dysplasia of the 
hip contains interesting studies on compara- 
tive embryology and anatomy. Measurements 
have shown that the acetabulum of the white 
newborn child is at a critical stage, because 
of the marked anteversion of the neck and the 
shallowness of the acetabulum; these features 
correct themselves spontaneously during the 
first years of life. The hip of the newborn 
Negro of Africa, however, has such character- 
istics that its stability is better assured. The 
author draws conclusions on these facts: the 
known scarcity of congenital dislocation 
(maladie luxante) in the latter and the 
greater narrowness of the pelvis in adults of 
the same color. 

From a practical point of view, however, 
these results do not change the ordinary ortho- 
pedic treatment by manipulation and arthrot- 
omy. 

The second part of the book is devoted to 
considerations on current surgical treatment 
of the hip. The author reviews briefly the 
various interventions now practiced, starting 
from the simplest (neurectomy, capsulotomy) 
and ending with arthrodesis and arthroplastic 
reconstruction. 

From this too brief enumeration of diversi- 
fied technics the reader realizes that the 
author has a sound knowledge of his subject, 
although he does not have the occasion to de- 
velop it in detail. The statistics show a cer- 
tain number of failures. This gives the author 
his opportunity to advise caution in dealing 
with the indications for reconstruction. 

ROGER GARIEPY, M.D. 
ANDRE DEROME, M.D. 


When, on the occasion of the celebration of his seventieth birthday, Freud was 
greeted as the “discoverer of the unconscious,” he corrected the speaker and dis- 
claimed the title. “The poets and philosophers before me discovered the unconscious,” 
he said. “What I discovered was the scientific method by which the unconscious can 


be studied.” 


—Trilling 
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Insensible Fluid Loss During Operations. 
Reeser, L. D. J.: Arch. Chir. Neerlandicum 
6:318, 1954. 

There are many reports in the literature on 
the increase of insensible fluid loss during 
operations. Data could be obtained only from 
an investigation carried out twenty years ago 
on 18 patients. With more modern apparatus 
this investigation was repeated in a series of 
100 patients. The loss during operation, even 
in patients undergoing extensive abdominal or 
thoracic procedures, amounted to about 80 
Gm. per hour. 

Intermittent Claudication. Ejrys, B., and 
Hiertown, T., Acta. Chir. Scand. 108:217, 
1954. 

Intermittent claudication is a classic pain 


syndrome in medicine. The pain appears in 


the working muscle and subsides rapidly with 
rest. The cause is inadequacy of the arterial 
blood flow when a temporary increase is re- 
quired. The pain is usually localized to the 
calf, sometimes to the arch of the foot and 
occasionally to the thigh. In cases of mild in- 
volvement there is only a sensation of stiffness 
or a feeling of intense fatigue. The under- 
lying morbid condition is in most cases athero- 
matosis of the large arteries of the extremi- 
ties, together with thrombosis. Emboli at the 
bifurcation of the aorta or peripheral to this 
also produces typical claudication. 

The case history and the conventional clin- 
ical examination do not reveal the degree of 
involvement, but exercise oscillography and 
arteriography do. The purpose of arterio- 
graphic examination is to show whether a 
circumscribed or a diffuse arterial obstruction 
is present, and to determine the appearance of 
the artery above and below the obstruction 
and the state of the collaterals. 

Three cases are presented in detail. 

Segmental arterial stenosis accessible to re- 
section and vein graft is not common. In or- 
der to find cases suitable for such treatment 
it is necessary to make a thorough investiga- 
tion in every case of intermittent claudication. 
The prognosis after a local operation of this 
kind is uncertain in cases of arteriosclerosis 
but should be good in cases of traumatic le- 
sions without generalized changes in the ar- 
terial walls. 

Experience with vein grafts performed for 
aneurysms and traumatic arterial lesions 


shows that the venous wall undergoes hyper- 
trophy and satisfactorily withstands the ar- 
terial pressure, besides maintaining the func- 
tion, though how long these good results will 
last is unknown. 

The diameter of the collaterals decreases if 
a good passage is obtained, but they should be 
spared at operation owing to the risk of new 
thromboses. 

In the authors’ opinion, prolonged treat- 
ment with anticoagulants is indicated. In fu- 
ture they intend to give dicumarol or similar 
drugs in all their surgical cases: for two to 
three months for traumatic lesions, and two 
to three years or longer for arteriosclerosis. 

WILLIAM E. NortH, M.D. 


Growth Characteristics in Tissue Culture 
of Controversial Lesions of the Uterine Cer- 
vix. Moore, J. G., West. J. Surg., Obst. & 
Gynec. 63:1, 1955. 

Widespread employment of the vaginal 
smear as a routine office procedure has led to 
the detection of increasing numbers of early 
and controversial lesions of the uterine cervix. 

In the author’s abstract he states that ob- 
servations on growth in vitro are utilized in 
the investigation of early cervical lesions. The 
proliferative capacity of cervical epidermoid 
carcinoma in tissue culture is greatly in- 
creased over that of the normal cervical epi- 
thelium. Squamous intraepithelium carcinoma 
grows with vigor equal to that of invasive 
carcinoma. Autologous normal epithelium in a 
cervix containing carcinoma shows a surpris- 
ing proliferative capacity in vitro. The criteria 
necessary for the establishment of the diag- 
nosis of carcinoma in situ are discussed. The 
importance of diagnosing carcinoma in situ of 
the cervix only after thorough study of a cer- 
vical cone, considering it as a diagnosis of 
exclusion, is emphasized. 

The author gives an illustration of the Max- 
imow double coverslip preparation and the 
roller tube preparation (after Gey). He pre- 
sents photomicrographs of stained histologic 
sections of invasive epidermoid carcinoma and 
also of unstained tissue culture growth of the 
same tissue. The usual term of “precancerous 
tissue” includes the degrees of cellular pleo- 
morphism and anaplasia referred to by such 
names as basal cell hyperplasia, squamous 
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dyskeratosis, atypical squamous hyperplasia 
and reserve cell hyperplasia. Other photomi- 
crographs show the minimally invasive epider- 
moid carcinoma in (a) stained histologic sec- 
tion and (b) stained tissue culture growth. 

There are photomicrographs showing the 
carcinoma in situ (a) in histologic section 
and (b) in stained tissue culture growth. 

The author states that recently Dr. George 
Gey has grown a strain of malignant cervical 
epithelium in vitro for more than a year. This 
strain (HeLa) ‘has become a standing source 
of malignant epithelium for tissue culture and 
has been used in propagation of poliomyelitis 
virus and in the study of immunologic re- 
sponses to cancer. 

The author states that, in cultures of tissue 
from the 27 patients with unquestionably ma- 
lignant lesions, a good growth response was 
noted in 23. He states that this restricted 
growth was in marked contrast to the lush 
and extensive growth of the malignant tissue. 
Of the 8 pregnant patients only 1 showed 
moderate growth, and this patient is still 
under study. 

The author comments that the tissue culture 
study of cervical lesions has obvious draw- 
backs. It is tedious and expensive, and it re- 
quires considerable patience. Moreover, a 
negative response does not necessarily mean 
that the malignant process is absent; not all 
cancers grow every time. 

The author states that the obvious break- 
down of the basement membranous barrier 
usually indicates invasion, but this point may 
be confused by inflammatory changes and “re- 
serve cell” hyperplasia. His conclusion is that 
“it would seem wise, therefore, to treat these 
patients with questionable invasion by the 
standard methods for cervical cancer rather 
than risk inadequate therapy with the thought 
that it is only minimal invasion.” 

GILBERT F.. DouG.as, M.D. 


Some Aspects of Obstetrics in the African. 
Montgomery, J., Central African 1:10, 1955. 


The author presents information from 
twenty years of obstetric service in Africa. 

Pregnancy and labor are not regarded by 
the African as illnessess except when compli- 
cations arise. The author’s district was the 
eastern border, at Umtali. Difficulties in labor 
are common. An obstetric unit is maintained, 
which attracts African women in large 
numbers. 

The majority of deliveries are assisted by 
a native midwife—the Mbuya. In the author’s 
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experience this is inadequate delivery, the last 
two months of pregnancy the vagina is di- 
lated, a lubricant called Nhanza being used. 
In confinement the Mbuya, or midwife, takes 
up her residence at the kraul of the expectant 
mother. She collects her equipment, which in- 
cludes a light winnowing basket, which is used 
to fan the newborn child if he is slow to 
breathe or cry. After delivery the cord is not 
cut until the placenta has been delivered, as 
it is believed that earlier cutting would cause 
retention. As a rule the Mbuya is conserva- 
tive. After the delivery of the placenta the 
Mbuya raises a cry of joy so as to explain, “I 
did my work well.” 

Difficulty in labor is regarded as _ pos- 
sible evidence of adultery on the part of the 
patient. If the mother denies the accusation 
the Nganga (witchdoctor) “throws the bones” 
to determine the cause of the difficulty. 

In 3,275 deliveries, 45 destructive opera- 
tions were performed in a period of five years. 

The author expresses the opinion that 
evolution is gradual in African obstetrics and 
that “the African learns slowly.” 

Of the 3,275 deliveries, 88 per cent were 
“normal vertex.” It is often accepted that 96 
per cent is the normal rate. 

The author deals with two types of abnor- 
malities of pregnancy: 

1. Those arising during pregnancy. 

2. Those arising during labor. 

Toxemia of pregnancy is rare in the primi- 
tive races. The author has not encountered a 
case of hyperemesis gravidarum. 

Eclampsia is not so uncommon. There were’ 
5 cases among 655 hospital deliveries in five 
years. Solomons, during his mastership of 
Rotunda, recorded an incidence of 1 in 187. 
Hamlin of Sydney, in 1953, recorded 5,000 
consecutive deliveries without eclampsia. 

The African woman ignores minor ante- 
partum hemorrhage. There were 21 cases of 
placenta praevia in the series. 

Abnormalities arising during labor were as 
follows: (a) obstructed labor and (b) trans- 
verse presentation and its sequel (prolapsed 
arm). 

There were 34 cases of shoulder presenta- 
tion, including a prolapsed arm in this series, 
just over 1 per cent of all deliveries. 

Of the 3,275 deliveries, 91 were achieved by 
cesarean section (2.7 per cent). The lower 
segment operation was done except in the 
case of tranverse position with prolapse of the 
hand and in certain cases of placenta praevia. 
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From 1947 to 1951 there were 11 cases of 
rupture of the uterus, an incidence of approxi- 
mately 1 in 300. The author states that this is 
high—three to four times the rate reported in 
European practice. The mortality rate was 
very high; 7 of the 11 died. 


GILBERT F. DouGLas, M.D. 


Séquelles générales de la gastrectomie 
pour ulcére et perturbations du volume san- 
guin: Efficacité du rétablissement de la 
masse sanguine (General Sequelae of Gas- 
trectomy for Ulcer and Disturbances of 
Blood Volume: Efficiency of Blood Replace- 
ment). Mallet-Guy, P.; Devic, G., and 
Richard, A.: Lyon Chir. 49:913-980, 1954. 


This paper reports an investigation of the 
late general sequelae (loss of weight and 
persistent asthenia) following gastrectomy 
for peptic ulcer. Excluded from the study 
are such complications as the dumping syn- 
drome, anastomotic disturbances, afferent 
loop reflux and stomal ulcers. 


Sixty gastrectomized patients were studied 
biochemieally to determine the rdéle played by 
the blood volume in the general postgastrec- 
tomy asthenia syndrome. All the subjects 
had undergone a Finsterer type of gas- 
trectomy, and local complications were elimi- 
nated by repeated radiologic and other inves- 
tigations. On the whole, the authors noted a 
direct relation between the postoperative as- 
thenia and the blood picture, whether immedi- 
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ate or late. Other than replacement of blood 
for loss at operation or by hematemesis, it is 
stressed that the blood volume must be cor- 
rected in all cases, and preferably before the 
patient is discharged from hospital. For the 
authors, herein lies the assurance of a short 
convalescence and smooth rehabilitation, not 
without social and economic repercussions. 

Blood deficiency may be either “vertical”— 
that is, a simultaneous fall in the plasmatic 
and cellular elements, or a dissociated effect— 
that is, a low cell count to a normal plasma 
volume with resulting dilution, but not to the 
extent of the “anemic syndrome” of Castle. 

Social environment, nutritional difficulties 
and psychic maladjustment all play important 
roles in the postgastrectomy asthenia syn- 
drome, but for the authors the fundamental 
element in the disturbance is the deficit in 
blood volume. Indeed, blood transfusion alone 
will usually correct most of the other compli- 
cations. Blood replacement acts  simulta- 
neously on weight loss, fatigability and even 
on certain subjective gastric abnormalities 
that one might consider, @ priori, to be the 
cause, while in reality they are effects. 

It is suggested that to the postgastrectomy 
syndrome of asthenia and weight loss should 
be added a third fundamental element, namely, 
fall in blood volume. 

All assertions in this very serious and 
thorough study are backed by detailed case 
histories and laboratory records. 


S. A. GUEUKDJIAN, M.D. 


Be sad if you will, there is always reason for sadness, since the good which the 


world brings forth is so fugitive and bought at so great a price; but be brave. If 


you think happiness worth enjoying, think it worth defending. Nothing you can lose 


by dying is half so precious as the readiness to die, which is man’s charter of no- 


bility; life would not be worth having without the freedom of soul and the friendship 


with nature which that readiness brings. 


—Santayana 





